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Advances in health care science are enabling greater 
numbers of spinal cord injured persons to live to old age. 
As these persons grow older, there may be additional 
problems in coping due to stressors such as decreasing 
health and income and loss of significant others. The pur-
pose of this study was to determine those factors that 
contribute to the well-being of middle-aged and elderly 
community-residing spinal cord injured persons. 
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One hundred spinal cord injured persons ranging in age 
from 40 to 73 were interviewed. Extensive data were 
collected in order to investigate the relationship among 
social support, types of social comparisons made, perceived 
control, health status and psychological well-being and life 
satisfaction. 
In general, respondents reported a degree of well-
being that was slightly lower than that reported in studies 
of nondisabled populations on the same measures of 
psychological well-being, life satisfaction, and depres-
sion. Pearson correlations and multiple linear regressions 
showed that persons reporting high levels of well-being made 
favorable social comparisons, reported high levels of per-
ceived control over their lives, had high levels of social 
support, and judged their health status to be good. They 
also viewed their disability more favorably and tended to 
have higher incomes, more education, to be employed, and to 
be more religious than those indicating lower levels of 
well-being. The severity of the spinal cord injury was not 
correlated highly with subjective well-being, although there 
was a tendency for persons with greater disabilities to 
report lower levels of well-being. Persons who were younger 
and who incurred their disability at a younger age also 
tended to report higher levels of well-being. 
A model of well-being is proposed. This model 
suggests that social support fosters the perception of 
control and the making of favorable social comparisons 
3 
which, in turn, foster a sense of well-being and 
satisfaction with life. This model provides direction for 
future research and has valuable implications for clinical 
application. 
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CHAPTER I 
STATEMENT OF THE PROBLEM AND PURPOSE 
DEMOGRAPHIC CHARACTERISTICS OF SPINAL CORD INJURED PERSONS 
Each year in the United States bet.ween 6,000 and 
11,000 persons suffer traumatic spinal cord injuries which 
result in varying degrees of permanent paralysis (Bachman, 
1978; Roessler & Bol ton, 1978). It is estimated that the 
total number of persons in the United States disabled as a 
result of spinal cord injury varies beween 125,000 and 
250,000 (Bachman, 1978) or as estimated by DeVivo, Fine and 
Stover (1979),30 per million persons. The majority of the 
injuries occur in males between the ages of 15 and 29, with 
the leading causes being vehicular accidents, followed by 
falls, sports injuries, and penetrating wounds 
(Trieschmann, 1980). 
The population at highest risk for sustaining spinal 
cor d inj ury is the teen/young adul t male. However, the 
long-term survival rate of per sons with thi s inj ury has 
greatly increased because of advances in antibiotic therapy 
and rehabilitation ,medicine. Before the widespread use of 
antibiotics, many people with spinal cord injury died from 
urinary tract or respiratory infections, or from septicemia 
generated from decubitus ulcers (Abramson, 1967). Fine 
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(1979-80, p. 237) points out that many of the advances 
responsible for the improved prognosis of the spinal cord 
injured person occurred during World War II: 
The short and long term prognosis for the 
cord-injured patient did not improve until the 
Second World War when the British pioneered 
far-reaching medical achievements in the care of 
their pati ents. The efforts and achievements of 
Guttman and others have markedly increased life 
expectancy of the spinal cord injured patient and 
have enabled practitioners to consider sequelae of 
cord injuries much as their predecessors considered 
the progression of infections and non-chronic 
disorders. 
Trieschmann (1980) states that with advances in 
medical science, some spinal cord injured persons may 
achieve a life-expectancy similar to that of the 
able-bodied person. The increased longevity of spinal cord 
injured persons is illustrated in Table I. The individual 
who incurs a spinal cord lesion at age 30 can expect to 
live from 16-45 years. or more, depending on the level of 
the lesion, whether it was complete or incomplete, and the 
gender of the individual. Thus, a quadriplegic male with 
an incomplete lesion injured at age 30 can expect to live 
into his sixties, and a similar female into her seventies. 
In addition to the increased long-term survival of 
cord injured persons, the incidence of cord injuries among 
the middle-aged and elderly has been substantial and may be 
on the increase. Data from the National Spinal Cord Injury 
Model Systems Conference Proceedings (1978) indicate that 
18.87 per cent were aged 40 or over at the onset of spinal 
cord injury. A study at a large spinal injury unit serving 
TABLE I 
LIFE EXPECTANCIES FOR SPINAL CORD INJURY VICTIMS BY AGE 
AT TIME OF INJURY AND IMPAIRMENT CATEGORY 




Discharge Gender Population Incomplete Complete Incomplete Complete 
10 Male 59.09 57.22 42.20 49.88 28.60 
Female 65.59 64.09 50.94 58.05 37.81 
20 Male 49.65 47.85 33.73 40.88 21.57 
Female 55.85 54.41 41. 75 48.75 29.56 
30 Male 40.61 38.95 26.29 32.57 16.15 
Female 46.24 44.!l2 32.85 39.24 21.83 
40 Male 31. 53 29.98 18.55 24.13 10.49 
Female 36.80 35.47 24.40 30.27 14.77 
50 Male 23.08 21. 70 11.96 16.61 5.90 
Female 27.84 26.64 17.03 22.06 9.29 
60 Male 15.75 24.65 7.08 10.61 2.97 
Female 19.50 18.52 10.94 14.86 5.37 
70 Male 9.72 9.00 3.93 6.29 1. 50 
Female 11.84 11.15 6.02 8.68 2.55 
Source: DeViro, M. J., Fine, P. R., and Stover, S. L. The prevalence of SCI: A 
re-estimation based on lite tables. Model Systems' SCI Digest, Vol. 1, Winter, 
1979, p. 7. 
w 
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central England revealed that between 1955 and 1974, about 
11 percent of all admissions were aged 60 and over. When 
admissions were analyzed in five-year periods, the data 
showed that the percentage of elderly spinal cord injured 
patients steadily increased from 6 to 18 percent in a 
19-year period (Watson, 1976). The author attributed this 
increase to a larger proportion of elderly persons in the 
population: the major cause of these injuries was accidents 





suggest that we 
number of newly 
can expect both an 
acquired spinal cord 
injuries among the elderly and an inc!~~se in the number of 
young spinal cord injured persons living to old age. In 
view of the many coping problems associated with being old, 
along with the additional demands of being severely 
disabled, it becomes important to ask what factors 
contribute to the well-being of the elderly in general and 
to the well-being of the spinal cord injured elderly in 
particular. Issues such as health, independence, financial 
security and interpersonal relationships which may have 
been resolved at one point in life, may again require 
readj ustment as life circumstances change wi th increasing 
age. 
SUBJECTIVE WELL-BEING OF THE ELDERLY 
Forty years of research on older Americans reveals 
that those who are ill or physically disabled are much less 
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likely than other s to report contentment with their lives 
(Edwards & Klernrnack, 1973; George, 1978; Palmore & Kivett, 
1977; Palmore & Luikart, 1972; Spreitzer & Snyder, 1974; 
Thompson, 1973). In view of this, one would expect that 
elderly persons experiencing mobility-limiting disabilities 
such as spinal cord injury, amputation, or rheumatoid 
arthritis would express less contentment about their lives 
than would nondisabled persons. However, the question 
still remains as to what factor s in addi ti on to health 
sta tus are associated wi th better coping and adj ustment 
within the disabled elderly population. Why do some 
elderly disabled persons report more life satisfaction than 
others? 
Based on a comprehensive review of the literature, 
Larson (1978) reported that aside from health status, 
socioeconomic factors and social interaction were the 
variables most strongly related to the life satisfaction, 
morale, and adjustment of the elderly. Adams (1971) also 
reviewed the literature on correlates of satisfaction in 
the elder ly, and concluded that social relationships were 
probably the most important determinant of satisfaction and 
that heal th and socioeconomic status were also impor tant. 
The role of health and socioeconomic status in facilitating 
life satisfaction is relatively well understood, but debate 
still exists regarding the relationship between social 
interaction and life satisfactiolL. Lohmann (1980) reports 
that although many studies demonstrate a positive 
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relationship between social interaction and life 
satisfaction (Graney, 1975; Lawton, 1972; Palmore & 
Luikart, 1972; Pihlblad & Adams, 1972; Seymour, 1972), 
others show that this relationship disappears when other 
variables are controlled (Bull & AuCoin, 1975; Edwards & 
Klemmack, 1973; Lemon, Bengtson, & Peterson, 1972) and 
still other s report no relationship between social 
interaction and life satisfaction (Cumming & Henry, 1961; 
Thompson, 1973). 
It seems likely that much of the confusion regarding 
the relationship between social interaction and life 
satisfaction is due to variations in measurement, a lack of 
conceptual clarity regarding the nature of social 
interaction, and an emphasis on correlational as opposed to 
experimental research. What is it about social interaction 
that facilitates coping with stress and promotes life 
satisfaction? One of the goals of this study is to answer 
this quesion by examining those mechanisms through which 
interpersonal relationships promote positive outcomes. 
ADJUSTMENT TO SPINAL CORD INJURY 
Per sons sustaining a severe spinal cord inj ury face 
numerous adaptation demands. In addition to problems 
associated with loss of mobility and sensation, the spinal 
cord injured person undergoes tremendous psychological 
stresses. Spinal cord injury represents a threat to life, 
self-identity, social position, job, and love rel~tion-
7 
ships. Persons who become severely disabled frequently 
exhibit a grieving process similar to that of persons 
responding to the death of a loved one. Indeed, several 
author s (Milhouse, 197 9 ~ Well er & Mill er , 1977) 
characterize the spinal cord injured person as passing 
through several stages identified as shock, denial, 
depression, anger, and reconstruction, although little 
systematically collected data exist to verify these stages. 
Accor ding to these author s, the individual ideally should 
move through the grieving process to acceptance of the 
disability and then re-establish a productive and 
meaningful life. However, problems associated with the 
psychological adjustment to a severe injury of this type 
may hinder the achievement of thi s desired outcome. For 
example, Tucker (1980) suggests that the mourning for lost 
physical capacity is never completed but is repeatedly 
reworked as the individual encounters situations which 
trigger awareness of the disability. 
The spinal cord injured person faces difficult 
psychological tasks related to self-acceptance. In a 
society where disabil i ty is accor ded 
Vargo (1978) states that in order 
individuals must combat misconceptions 
a negative status, 
to truly adapt, 
(Wright, 1960, p. 
172) which devalue them as human beings. These include: 
1. My disability is a punishment. 
2. It is important to conform, not to be different. 
3. Most people are physically normal. 
8 
4. Normal physique is one of the most important 
values. 
5. Physique is important for personal evaluation. 
6. A deformed body leads to a deformed mind. 
7. No one will marry me. 
8. I will be a burden on my family. 
9. My deformity is revolting. 
10. I am less valuable because I cannot get around as 
others do. 
DeLoach and Greer (1981, p. 20) cite the conclusions 
of an extensive literature survey on psychological 
adjustment of the disabled conducted by Roessler and Bolton 
(1978); these are: 
1. There are no specific personality traits asso-
ciated with specific disabilities. 
2. There is no proven relationship between severity 
of disability and psychological adjustment. 
3.. There is no uniform degree to which similarly 
disabled persons adjust. 
These conclusions are consistent with the view that how a 
person interprets a disability, or any potentially "nega-
tive" event, influences adjustment to the disability or 
stressor. 
Gunther (1969) suggests that spinal cord injured 
individuals experience fragmentation of the cohesive adult 
self. In order to adjust to the disability, they must 
undergo a painful reintegration process which includes 
dealing with feelings of self-blame, 
9 
self-hatred, 
depression, dependency, and an al tered body image (Geis, 
1972; Tucker, 1980). Such individuals must develop a value 
system that allows them to feel good about themselves. 
DeLoach and Greer (1981) similarly descr ibe the 
severely disabled person as having to incorporate the 
disability into his/her self-state, defined as "one's 
overall appraisal of oneself at a specified time and place" 
(p. 215). These authors feel that an essential element in 
coming to terms with a physical disability is confidence in 
one's ability to cope. In order to explain why severely 
disabled persons don't necessarily exhibit lower life 
satisfaction than able-bodied persons, they state that part 
of the answer lies in the individual's ability to redefine 
situations. 
The literature on adjustment to spinal cord injury 
strongly suggests that in addition to the tangible sorts of 
life-changes one must make in order to live with a severe 
disability, there are cognitive adjustments one must make 
in order to maintain a sense of worth and effectiveness. 
As the spinal cord injured person grows older, there may be 
additional problems in coping as a result of stressors 
associated with old age, such as loss of friends and 
family. Particularly for the individual who has relied 
upon relatives (e.g., parents) for psychological and 
physical support, the loss of these support persons through 
death creates a new set of adaptation demands. The list of 
l~ 
potential stressor s becomes even longer when we consider 
the increased probability of additional health problems 
and/or the aggravation of existing ones with increasing 
age. 
PURPOSE 
The purpose of this study is to determine those 
factor s that contribute to the successful adj ustment of 
middle-aged ana elderly community-residing spinal cord 
injured persons. Adjustment will be determined by measures 
of mental health and subjective well-being described later 
in this report. Concepts of specific theoretical relevance 
to subjective well-being and to be investigated in this 
st udy incl ude social suppor t, learned helplessness (per-
ceived control), and social comparison. It is hoped that 
an outcome of this study will be a greater understanding of 
the nature and function of social support in facilitating 
adjustment to a difficult life situation. 
CHAPTER II 
CONCEPTUAL FRAMEWORK 
SOCIAL SUPPORT AS A FACILITATOR OF COPING 
WITH SPINAL CORD INJURY 
For the past three decades, much of the resear ch in 
social gerontology has been aimed at finding ways for 
maximizing levels of well ness in older persons. Fre-
quently, researchers and practitioners have sought ways of 
facilitating the individual's ability to cope with major 
life stressors. Successful coping is typically charac-
terized by (1) the absence of psychological distress and 
the presence of a self-perception of well-being and (2) the 
maintenance of functioning in interpersonal societal roles. 
Frequently, one of the important contributors to successful 
coping has been identified as the availability of social 
support to an individual. 
Although numerous definitions of social support 
exist, Cohen and McKay (1980) state that the term has been 
widely used to refer to both psychological and nonpsych-
ological mechanisms by which interpersonal relationships 
buffer one against a stressful environment. Cobb (1976) 
defines the concept of social support in terms of 
information available to an individual which leads him or 
her to believe that he or she is loved, valued, and belongs 
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to a network of communication and mutual obligations. 
Caplan (1974) uses the term social support to refer to 
interpersonal ties which people can rely on to provide 
emotional support and reassurance, tangible assistance, and 
information to assist in the handling of problems. 
Although social support is defined with varying degrees of 
comprehensiveness and specificity by different researchers, 
there is much overlap in their conceptualization of social 
support. 
Literature from various sources supports the idea 
that social support is a facilitator of coping with 
stressful life events (Adams, 1971; Caplan, 1974, 1979; 
Cassel, 1975; Cobb, 1976; Heller, 1979; Litwak, 1979). For 
example, Aguilera and Messick (1974, p. 64) consider social 
supports (i.e., persons in the environment who can be 
depended upon to help solve a·problem) as a crucial factor 
in determining whether or not an individual will experience 
a stressful event as a crisis. They suggest that the 
persons who provide social support facilitate coping by 
alleviating feelings of loss and reinforcing feelings of 
ego-integrity through their appraisals of the individuals. 
Similarly, Veroff, Douvan, and Kulka (1981) concluded that 
turning to other s for suppor t is one of the critical ways 
Americans deal with their life problems. 
A recent longitudinal study by Berkman and Syme 
(1979) further illustrates the importance of social support 
in the general population. They assessed the relationship 
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between social and community ties and mortality in a random 
sample of 6,928 adults in Alameda County, California. An 
analysis of mortali ty rates wi thin this population nine 
years later revealed that people who lacked social and 
community ties were more likely to die in the follow-up 
period than those with more extensive contacts. The 
association between social ties and mortality was found to 
be independent of self-reported physical health status, 
socio-economic status, an~ health practices at the time of 
the original survey. The most important sources of social 
contact seemed to be marriage and contact with close 
friends and relatives, followed by chur ch member ship and 
informal and formal group associations. In every age 
category, people who reported having few friends and 
relatives and/or who saw them infrequently had higher 
mortality rates than those with many friends and relatives 
whom they saw frequently. These differences in mortality 
rates were found for both men and women. 
These are only a few of the many studies indicating a 
relati onship between social support and coping. Indeed, 
there are studies identifying social support as a mediator 
of individual well-being when confronted with anyone of a 
large number of life stressors, including rape (Burgess & 
Holmstrom, 1978), open heart surgery (Kimball, 1969), 
chronlc kidney disease (MacElveen-Hoehn & Smith-DiJulio, 
1978), cancer (Jamison, Wellisch, & Pasnau, 1978; Vachon et 
al., 1979; Weisman, 1976; Weisman & Worden, 1975), terminal 
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illness (Carey, 1974), job termination (Cobb & Kas1, 1977), 
and bereavement (Clayton, Ha1ikas, & Maurice, 1972~ 
Maddison & Walker, 1967~ Walker, MacBride, & Vachon, 197J). 
Of particular interest to this discussion are studies 
showing a relationship beween family support and coping 
with physical disability. For example, Kemp and Vash 
(1971) compared productive and less productive spinal cord 
injured persons and identified interpersonal support as a 
declsive variable fostering a constructive orientation. 
Productivity was defined as including employment, 
avocationa1 pursuits, group participation, and family 
responsibilities. Persons with quadriplegia were less 
productive than those with paraplegia in the absence of 
high emotional support. However, in the presence of high 
support, no difference in productivity between those with 
paraplegia and those wi th quadr ip1egia was noted. In a 
study of 145 spinal cord injured veterans (7~ percent 
paraplegic and 3~ percent quadriplegic), Frie1ich (1977) 
found that rehabilitation success as measured by vocational 
and avocationa1 adjustment was significantly correlated 
with being married and maintaining interpersonal 
relationships. In another study of 35 quadriplegics, 1.5 
to 4.5 years post-discharge from a rehabilitation program, 
Rogers and Figone (1979) conCluded that the affiliative 
network was crucial in facilitating adaptation. These 
researchers asked subjects the primary ways in which 
subjects' support persons were influential in helping them 
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adapt to their disability. The greatest number of 
responses, 78 percent, indicated that others helped them 
adapt by giving psychological support and encouragement, 
both passive and active. Passive psychological support 
included such things as standing by, being available, 
listening and understanding; active support included 
behaviors such as giving encouragement, pushing subject to 
go on, telling subject not to give up, and "standing up for 
me." 
Similarly, Harris, Patel, Greer, and Naughton (1973) 
found the family to be an important determinant of the 
individual's reaction to physical disability, Litman (1964) 
found that the amount of positive reinforcement from family 
member s was related to better performance in rehabil i-
tation, and Kerr and Thompson (1972) noted that most per-
sons in their sample rated as having made an excellent 
adjustment to spinal cord injury came from very warm and 
loving backgrounds. 
Finally, Peterson, King, and Davis (1978) studied a 
population of older (50 years +), noninstitutionalized 
amputees and concluded through field interviews that the 
existence of strong family support was a key factor in the 
older person's readjustment after amputation. Their study 
indicated that a strong family support network existed for 
most persons in this group and that interaction with family 
and friends increased markedly after the amputation. 
Friends were found to play an increasingly important role 
as the older amputee aged. 
16 
The importance of family 
support is demonstrated in numerous studies. Stable, 
supportive relationships between a disabled person and his 
or her family are repeatedly found to be important 
facilitators of adjustment (Guttman, 1976~ Rerr & Thompson, 
1972; Petrus & Balaban, 1953; Thorn, Von Salzer, & Fromme, 
1946) • 
MECHANISMS OF SOCIAL SUPPORT 
The literature described thus far is correlational, 
but suggestive of a causal relationship between social 
support and successful coping with life stressors in 
general and with severe physical disability in particular. 
The task remaining is to identify what processes operate, 
wi thin the context of what we coll ecti vely call social 
support, that might account for the observed relationships. 
In the next sections, three types of explanations are 
examined. First, explanations that emphasize the 
possibility that the correlational data in fact do not 
reflect a causal relationship between social support and 
successful coping are examined. Second are explana ti ons 
that assume causality and identify mechanisms through which 
social support may operate to improve well-being. Third, 
these same mechanisms are examined through the lenses of 
three social psychological theoretical perspectives. 
17 
Social Support as a Correlate or Consequence of Coping 
Because of the correlational nature of most of the 
research in this area, several investigators have raised 
questions concerning the causal relationships between 
social support and better coping (Heller, 1979; Silver & 
Wortman, 1980a). A prospective longitudinal study in which 
different levels and types of social support at one time 
are shown to predict coping at a later time has not been 
carried out (~i.1ver & Wortman, 1980a). In the absence of 
such a study, observed relationships between social support 
and coping are open to several alternative explanations. 
Underestimation of Support. Individuals who are poor 
copers, badly adjusted, or ill may underestimate the amount 
of support available. This explanation suggests that 
persons who are coping poorly have a distorted view of 
their world. They may underestimate the availability of 
support because of factors such as low self-esteem or 
anxiety. 
Coping as a Determinant. How well one copes may 
determine the level of social support one receives. 
Per sons who do not cope well may al iena te thei r suppor t 
system because of social incompetencies. Poor copers may 
be more likely to behave in socially inappropriate ways, 
making others feel vulnerable, awkward, or inadequate 
(Coates, Wortman, & Abbey, 1979; Wortman & Dunkel-Schetter, 
1979). An example of this phenomenon is provided in an 
experimental study by Coyne (1976), who found that 
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depressed individuals induced depression, anxiety, and 
hostility in nondepressed persons conversing with them by 
telephone. Through nonreciprocal high levels of disclosure 
of intimate problems, the depressed individuals seemed to 
arouse guil t in other s while inhibiting any direct 
expression of annoyance or hostility. 
Social Support as a Mediator of Coping 
Notwithstanding the explanations discussed above, it 
is generally believed that social support plays an 
important ameliorative role by tempering the impact of 
stressful events on human beings. Based on a synthesis of 
work by numerous others (Brandt & Weinert, 1981; Caplan, 
1974; Cobb, 1976; Coelho, Hamburg, & Adams, 1974; Cohen & 
McKay, 1980; Cronenwett & Kunst-Wil son, 1981; Gore, 1973; 
Hirsch, 1980; Lewinsohn, 1974; Norbeck, Lindsey & Carrieri, 
1981; Pinneau, 1976; Silver & Wortman, 1980a; Vachon et 
al., 1979; Walker, MacBride, & Vachon, 1977; Wortman & 
Dunkel-Schetter, 1979), social support will be conceptual-
ized as instr umental, affective and cogni ti ve in nature. 
These three categories of suppor t are viewed as concep-
tually encompassing the forms of support identified in the 
literature. These three categories of support are viewed 
as being distinct from one another but closely related; a 
given behavior may entail more than one kind of support. 
The mechanisms through which social support might operate 
through these three modes is the focus of discussion here. 
19 
Instrumental Support. An important role of support 
persons is frequently the provision of tangible aid whether 
it be financial assistance, transportation, or help in 
carrying out activities of daily living. Individuals 
providing social support may become extensions through 
which one is able to indirectly control outcomes which were 
previously under one's direct control. Heller (1979) 
suggests that the perception that a supportive group of 
individuals is behind you may be as important in some 
instances as the actual help provided. 
Cognitive Support. Support persons may also provide 
a large variety of information that enhances the 
individual's capacity to negotiate her or his world. The 
information provided may range from the very specific "how 
to" variety to more subtle types concerning how the 
individual should feel as well as the appropriateness of 
certain feelings and goals. For example, suppor t per sons 
may help the individual to realistically appraise the 
threat of a situation and his or her ability to deal with 
the stressors involved. This may take the form of 
acknowledging the appropriateness of the individual's 
beliefs and feelings or of assisting him or her in 
modifying perceptions. Such information should be critical 
to the development of feelings of autonomy, the elimination 
of counterproductive defense mechanisms, and the 
establishment of realistic goals. Support persons may be 
very important in helping the disabled person to redefine 
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the disabled state in a way that facilitates acceptance and 
the attribution of positive meaning to the disability. 
Affectiye Support. Finally, social support likely 
has an effect on the recipient by communicating direct 
positive affect. The individual is given feedback that he 
or she is loved and respected and "belongs." Such support 
is likely to foster posi tive self-esteem and a sense of 
self-eff icacy. 
Undoubtedly, these three types of support are highly 
interactive in mediating the effects of environmental 
stress. In addition, it is important to note that the 
perceived availability of these benefits may be as valuable 
as the actual receiving of them. Thus, the individual who 
feels that instrumental, cognitive or affective support is 
available should she or he need it may benefit as much as 
the individual who actually receives these benef its. The 
social pschological theoretical perspectives that follow 
should further clarify how these social support mechanisms 
facilitate coping and satisfaction with life. 
Social Psychological Theoretical Perspectives 
To the previous explanations of social support, we 
can add perspectives gained from three social psychological 
theories: learned helplessness (perceived control), social 
comparison, and exchange. By examining these perspectives 
jointly, it should be possible to identify with greater 
clarity and confidence the specific mechanisms involved. 
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Learned Helplessness Theory. Seligman (1975) first 
proposed learned helplessness theory as a model to explain 
depression in humans. According to this theory (Abramson, 
Seligman, & Teasdale, 1978; Seligman, 1975), when 
individuals are exposed to uncontrollable outcomes they 
develop expectations that future outcomes will also be 
uncontrollable. This in tUrn leads to the motivational, 
cognitive, and emotional deficits associated with 
helplessness and depression. 
In a reformulation of the learned helplessness 
theory, Abramson et ale (1978) proposed that the degree of 
helplessness and depression will vary as a function of the 
type of attribution the individual makes about the cause of 
the noncontingency. Attributions about the cause can be 
classified along three orthogonal dimensions: (a) 
internal/external--internal causes stern from the individual 
and external causes from the environment; (b) 
stable/unstable--stable factors are long-lived and 
recurrent, whereas unstable factors are short-lived and 
intermittent; and (c) global/specific--global factors occur 
across situations, whereas specific factors are unique to a 
particular context. Each type of attribution has specific 
consequences for the individual: attributions to internal/ 
external factors should affect self-esteem, attributions to 
stable/unstable factors should determine the long-term 
consequences of a particular experience, and attr ibutions 
to global/specific factor s should determine the extent to 
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which individuals will generalize a particular experience 
to other situations. In general, the most damaging effects 
are expected when an individual makes internal, stable, 
global attributions concerning the cause of an undesirable 
event. As an example, consider a man who loses his spouse, 
blames himself, and believes that the death was largely due 
to his uncaring and negligent nature (internal, global, 
stable attribution). Compared with another man who is 
convinced that he lost his wife because of a rcre, 
incurable disease (external, unstable, specific 
attribution), the former it is hypothesized should suffer 
greater self-esteem deficits, the experience should 
generalize to a larger variety of events and situations, 
and the negative impact of the loss should be longer 
lasting. In trying to understand the elderly spinal cord 
injured individual's adjustment to his or her disability, 
thi s per specti ve suggests that one must examine not only 
the individual's perception of control over her or his 
present daily life, but also the degree to which the 
individual feels she or he had control over the situation 
which l~d to the disabling event. 
Al though this model has not been rigorously tested 
wi th an aged population, it has stimulated considerable 
research on aging in general and on the impact of 
institutionalization on aged individuals in particular. 
Several researcher s (Langer -, Rodin, 1976; Schulz, 1976, 
1978) have suggested that aging is a process characterized 
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by large decreases in the individual's ability to control 
important outcomes as a result of shrinking financial 
resources, decreased physical ability, loss of work role, 
etc. According to this view of aging, then, the withdrawal 
and high rates of depression observed among the aged are 
attributable in part to the shrinking sphere of personal 
control over the environment. Several studies have been 
carried out to test derivations from this model. In 
particular, data are now available demonstrating the 
posi tive impact of control-enhancing interventions on the 
institutionalized aged (Langer & Rodin, 1976; Schulz, 
1976), the long-term effects of these interventions (Rodin 
& Langer, 1977; Schulz & Hanusa, 1978), the relati onship 
between these interventions and individual differences 
(Schulz & Hanusa, 1980), and the relationship between 
competence and control in promoting health-related outcomes 
among the institutionalized aged (Schulz & Hanusa, 1979). 
Lending further support to the theoretical soundness 
of the learned helplessness perspective as applied to 
psychological adjustment of the elderly is an instrument 
designed by Reid and Ziegler (1980) to measure the desire 
for, and expectancy of, control over various aspects of 
daily life. When the contributions of expected and desired 
control subscores on the instrument were compared with 
various measures of adjustment, it was always the 
expectancy of control score that received the greater 
weight. Those results support the view that it is not so 
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much the desire for control over particular aspects of life 
that affects the sense of well-being among the elderly, but 
rather the expectancy of whether or not one can attain 
desired outcomes. Reid and ziegler state that the results 
of their study support the proposition that perceived 
control is an important factor in psychological adjustment 
among the elderly. 
with respect to spinal cord injured persons, Silver 
and Wortman (1980b) found that although most persons with 
newly acquired inj ur ies had unrealistically posi ti ve 
expectations about their prognosis, they did differ in how 
they expected this improvement to occur. As learned 
helplessness theory would predict, those who believed their 
improvement depended on their own efforts were more likely 
to cope well than were those who felt improvement was out 
of their hands. However, this relationship between 
expectation of control and coping effectiveness has been 
demonstrated only in the immediate post-injury period and 
the stability of the relationship over time remains to be 
validated. 
Viewed through the lens of learned helplessness 
theory, social support may facilitate coping with a severe 
physical disability because it fosters the perception of 
control and thereby promotes feelings of competency and an 
active, coping orientation toward life. The issue of 
control is likely to be a very important one for the person 
faced with paraplegia or quadriplegia, since this person 
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has lost so much control over hi s or her own body and 
physical environment. Accompanying these losses is the 
additional threat to control over the psychological and 
social environment in that this person's sense of self and 
role identity may be greatly disrupted. For example, 
Rogers and Figone (1979) found that less than one half of 
their sample of quadriplegics were committed to goal-
directed activity, defined as the initiation of concrete 
activity to accomplish self-defined life goals in any 
number of life arenas, such as occupation, education, 
leisure, and self-maintenance. This lack of goal-directed 
activi ty could be interpreted as a learned helplessness 
response, 1. e., a belief by the inj ured that they are 
incapable of effecting desired outcomes. 
Signif icant other s in the environment can help the 
individual regain or incre ... se his or her perception of 
control over the psychosocial and physical environment. 
These support persons may do this simply by assuring the 
individual that they are available as a stable part of the 
environment that the individual can count on and, in a more 
active way, by fostering positive internal self-
attributions and encouraging direct action through 
statements such as "I know you can do it, n "You've never 
been a quitter," or "Keep on trying, you're doing a little 
more every day." Support may also operate by encouraging 
the individual to focus on more positive aspects of a 
difficul t situation, thus leading the individual to 
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appraise the situation as less threatening and as one that 
he or she can cope with. Providing accurate information 
may also be viewed as increasing the actual and perceived 
control of the individual, since reality-based information 
provides the basis for a problem-solving approach to the 
many physical and emotional difficul ties associated wi th 
paraplegia and quadriplegia. 
Social Comparison Theory. Nearly three decades ago, 
Festinger (1954) proposed a theory of social comparison 
processes. The underlying assumption of the theory is that 
there exists in humans a basic drive to evaluate their own 
opinions and abilities. In the absence of objective 
evidence (e.g., physical reality), persons will compare 
themselves with others to assess the validity of their 
views. In Festinger's words, "An opinion, belief, and 
attitude is 'correct,' 'valid,' and 'proper' to the extent 
that it is anchored in a group of people with similar 
beliefs, opinions, and attitudes" (1950, p. 272). 
Sociological counterparts to social comparison theory can 
be found in the work of Cooley (1956) and Mead (1934). 
The relevance of social comparison processes to an 
understanding of adjustment to late life is evident once we 
recognize that there is no physical reality that readily 
provides an answer to questions such as "How should I feel 
about my 1ife?n and, "How happy am I?" With the possible 
exception of extreme cases, how we respond to or feel about 
a wide array of circumstances and outcomes depends on the 
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opinions, beliefs, abilities, and attributes of relevant 
others. Who are the relevant others for the aged or, more 
precisely, for the physically disabled aged? This is a 
recurrent and pivotal question for several theories such as 
learned helplessness and, indeed, for several sociological 
theories traditionally identified with social gerontology. 
Social comparison theory, and a recent derivation, temporal 
comparison theory (Albert, 1977), suggest two possible 
answers to this question. One option is to identify 
similar others in the environment and use them as reference 
persons. This is reflected in corollary III (A) of social 
comparison theory, which states that, given a range of 
possible persons for comparisons, one will choose someone 
close to one's own ability or opinion (Festinger, 1954). 
A second option is to make historical, or temporal, 
comparisons. This is an intraindividual comparison in 
which present circumstances, outcomes, abilities, etc., are 
compared with past circumstances, outcomes, abilities, etc. 
(Albert, 1977; Schulz, 1982, a and b). 
To the extent that any comparison yields personally 
unfavorable discrepancies, individuals are likely to feel 
bad about themselves or their situation. Thus, for 
example, old persons who perceive relevant others to be 
considerably better off than themselves or who find the 
past to be better than the present are likely to experience 
negative affect. Positive affect should result when 
comparisons yield personally favorable discrepancies or 
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perceived equality. 
Which of the two processes dominates should have 
important consequences for adjustment to late life. Given 
the many real declines associated with old age (e.g., 
physical and cognitive ability, economic resources) in 
addi tion to those associated with a spinal cord inj ury, 
compar isons based on the past (parti cularly the preinj ury 
period) are likely to yield personally unfavorable 
('i screpancies and hence negati ve affective states. 
Alternatively, the aged Rpinal cord injured individual who 
uses her or his contemporaries as comparison others should 
be less likely to experience personally unfavorable 
discrepancies. 
As an example, consider the spinal cord injured 
person and the types of events he or she is likely to 
encounter. Clearly, if such an individual compares 
preinjury leisure activities, physical mobility, and daily 
events in general wi th present conditions, he or she is 
likely to experience negative affect. However, if the same 
individual uses as a basis for comparison the circumstances 
and outcomes of similar individuals in the immediate 
environment (other spinal cord injured older persons), 
there is less likelihood of experiencing personally 
unfavorable discrepancies and hence negative affect. This 
analysis is supported by Rohrer, Adelman, Puckett, Toomey, 
Talbert and Johnson (1980) who report that group meetings 
for spinal cord injured individuals and their families are 
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beneficial in decreasing feelings of anxiety, helplessness, 
and isolation; in increasing knowledge and understanding of 
spinal cord injury; and in facilitating mutual support 
between family members. Mann, Godfrey, and Dowd (1973) 
also report the beneficial effect of peer group counsellng 
in the psychological rehabilitation of spinal cord injured 
persons. 
The type of comparison processes older persons engage 
in can be inferred from some recent data reported by Zemore 
and Eames (1979). In their study, residents of old-age 
homes reported no more symptoms of depression than either a 
group of waiting-list controls or a noninsti tutionalized 
young group. This would be expected if individuals engage 
in contemporary rather than historical comparison 
processes. A similar inference can be derived from the 
large number of studies on morale and well-being in the 
aged (for a review of this literature, see Larson, 1978). 
Despite large differences in objective conditions of young, 
middle-age, and aged individuals, few studies report any 
age-related differences in self-report of well-being and 
morale. One interpretation of these data is that different 
age groups adjust their expectancies in line with the 
prevailing conditions for that group. Such strategies are 
adapti ve in that they minimize disappointment, al though 
they also tend to promote the status quo. 
Further support for the view that persons may tend to 
make predominantly contemporary comparisons is found in 
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data reported by Rogers and Figone (l979) which show that 
quadriplegic clients desired more contact with peer models 
or successful rehabilitants who were similar to themselves. 
There are a number of reasons why severely disabled persons 
may desire interaction with other dj sabled individuals. 
Contact with similar others who are coping successfully 
with paralysis may foster the belief and hope that one will 
be able to do the same; this contact may enable the 
individual, in attributional terms, to make positive 
internal attributi0ns about his or her ability to achieve 
similar goals. Contact with successful models may also 
assist the individual in accepting that he or she is 
different, but equal, by deemphasizing physique as a value 
and emphasizing other attributes, such as personality, 
intellect, and interpersonal skills, as focal points of 
comparison with others. Finally, contact with similar 
others may increase perceived control by providing 
information about future problems and possible solutions, 
thus enabling the individual to rehearse for coping with 
future potential problems. In general, a successful model 
can convey that one can feel good even though one is old 
and handicapped. This discussion illustrates the 
complementary nature of learned helplessness and social 
comparison theories. By engaging in comparisons with 
others that yield personally favorable discrepancies or 
perceived equality, the individual is able to make 
attr ibutions about her self or himself that foster a sense 
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of personal control. 
McKay (1980) states that despite a disproportionately 
high percentage of rehabilitation counselors who are 
themselves disabled, the effect of counselors' physical 
disability on similarly disabled clients' perceptions of 
the counselor s' social infl uence (attractiveness, expert-
ness, and tr ustworthiness) and empathy is not under stood. 
McKay conducted an experiment in which 48 wheelchair-using 
persons (75 percent male; 87 percent spinal injured) viewed 
videotapes of two counselors, one disabled (wheelchaired) 
and one nondisabled, who had been coached to be alternately 
high and low in social influence and empathy. Each subject 
evaluated the counselors under the four experimental con-
ditions and selected a preferred counselor from the 
disabled/nondisabled and high/low social influence coun-
selors. High-influence/disabled counselors were rated sig-
nif icantly more desirable than high-infl uence/nondisabled 
counselors. No such preference, however, was shown for 
low-influence/disabled counselors, whose ineffectual behav-
ior made them less desirable. These results are consistent 
wi th the view that contact with similar other s who are 
coping successfully with paralysis is much desired, in that 
such contact facilitates positive internal attributions and 
an increased perception of control. 
Family members and friends can also help the spinal 
cord injured person to make social comparisons that 
increase positive feelings about one's self and life 
32 
situation. These support persons may do this by reminding 
the injured person of things that are positive in his or 
her life and by helping the injured person to realign his 
or her values in accordance wi th remaining assets. For 
example, such a support person may remind the injured 
per l:)O!l that he or she still has a loving family, a nice 
home, and full use of mental abilities. This analysis is 
supported by two occupational therapists (Rogers & Figone, 
1979) in their work with quadriplegic clients. These 
author s identify the family as crucial in providing an 
emotional climate conducive to adaptation and the formation 
of an acceptable self-image post-injury. 
Exchange Theory. Exchange theory (Dowd, 1975) is a 
more recent entry into the social gerontology theory pool. 
Broadly speaking, it attempts to explain the decreased 
social interaction of· the aged in terms of economic ex-
changes alIa Blau (1964), Emerson (1962, 1972), and Homans 
(1961). The basic assumption of all exchange theories is 
that interactions between individuals occur and are 
sustained because the rewards (e. g. , money, esteem, 
compliance, novelty) are greater than the costs (e.g., 
time, boredom, anxiety). An interaction is imbalanced when 
one of the partners in a social exchange is unable to 
reciprocate the rewarding behavior of the other. According 
to Dowd, the aged become increasingly unable to enter into 
balanced exchange relati onships wi th other groups because 
of the decline in power resources associated with old age. 
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The imbalanced exchange ratio ultimately forces the aged to 
exchange compliance--a costly generalized reinforcer--for 
their continued sustenance. Disengagement occurs when the 
costs of compliance and self-respect reach a point "beyond 
which additional costs become prohibitive" (Dowd, 1975). 
Dowd cautiously describes the aging exchange model as 
a "preface" to theory. Thi s seems wise since many ques-
tions are left unanswered (Schulz, 1982a). However, the 
basic idea of exchange theory, that social exchange must be 
reasonably reciprocal in order to be maintained, is 
relevant to an under standing of the wor kings of a social 
support system. 
Froland's (1978 a and b) resear ch suggests that an 
important, necessary characteristic of the support system 
for the severely disabled is that the exchanges be mutual. 
Without some form of reciprocity, the door is left open for 
maladaptive relationships in which the quadriplegic or 
paraplegic fears alienating anyone on whom he or she must 
depend for the simplest functions (Mann et al., 1973). 
Working with cancer patients, Weisman and Worden (1975, p. 
74) also noted that survival was better among patients who 
maintained active and -mutually responsive relationships, 
provided that the intensity of demands was not so extreme 
as to alienate people responsible for the patient's care." 
As exchange theory would predict f these studies illustrate 
the need of the disabled person to contribute something to 




A study of the type proposed is felt to be important 
in developing the theoretical understanding basic to the 
formulation of policy decisions and interventions aimed at 
elderly spinal cord injured persons, a population likely to 
grow larger in coming decades. Although studies have been 
conducted on persons sustaining spinal cord injury, the 
focus has predominantly been on younger individuals. In 
addition, many of these studies provide descriptions of the 
problems of spinal cord injured persons, but do not provide 
a systematic theoretical base explaining why some persons 
adapt better than others. This research will attempt to do 
so. 
Elderly spinal cord injured persons may be thought of 
as a prototype of a severely disabled group; it is hoped 
that knowledge gained from a study of this group can be 
applied to other elderly disabled groups. Elderly spinal 
cord injured persons undoubtedly experience many of the 
same problems as do younger per sons; however, differences 
may exist in the stability of the support system of the 
older person due to death or health problems of friends and 
family. As discussed, evidence exists to support the 
importance of social support in facilitating coping with 
stressors. Thus, identification of the nature of the 
social support existing for the elderly disabled person is 
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a focus of this research. In addition, this study will 
attempt to further explain what it is about "social 
support" that is helpful, through the use of several 
complementary social-psychological theor ies. It is hoped 
that this exploration will add significantly to our 
understanding of the processes involved in social support 




The sample is composed of 100 spinal cord injured 
persons living in non-institutional community settings. 
Criteria for inclusion in the sample were the pres~nce of 
paraplegia or quadriplegia, an age of 40 or over, the 
absence of a progressively deteriorating disease state, and 
agreement to participate in the study. Subjects were 
located through agencies and institutions working wih 
spinal cord injured persons: namely, the Portland Veterans 
Administration Medical Center, the Oregon Paralyzed 
Veterans Association, and the Oregon Trail Chapter of the 
National Spinal Cord Injury Association. All subjects in 
the sample were Caucasian and predominantly (90%) male. 
The age of subj ects ranged from 40-73 with the mean age 
being 56 and the median age, 56.5 years. The age at time 
of injury ranges from 12-68, thus this sample is composed 
of persons who have lived with a physical disability for 
varying lengths of time. The mean age of inj ury was 35 
years and the median age of injury 33 years. 
The causes of spinal cord injury in this sample cover 
a wide range with the leading cause being vehicular 
37 
accidents, fOllowed by polio, other accidents including 
those caused by falls and participation in sports, medical 
problems other than polio, and penetrating wounds. 
Although a large proportion of the sample were veterans 
(75%), the majority (83%) of the injuries were non-service 
connected. The injuries sustained by this sample resulted 
in paraplegia (40 incomplete and 27 complete) and 
quadriplegia (29 incomplete and 4 complete). 
The process of locating subjects for this study was 
time-consuming and the resulting sample of 100 per sons 
represented considerable effort. Once persons were located 
and contacted for inclusion in the study, the refusal rate 
was very low. Four persons refused to participate, 
primarily for the stated reason of not being interested. 
All eligible persons agreeing to participate in the study 
were included in the sample. Two potential spinal cord 
injured subjects of the appropriate age group were excluded 
from the sample due to the existence of multiple sclerosis, 
a progressively deteriorating disease. 
DATA COLLECTION AND HUMAN SUBJECTS PROTECTION 
Data collection occurred over 
from July, 1981 through March, 1982. 
a nine month period 
Structured interviews 




homes in 41 cases, in other locations such as 
in 5 cases, and by telephone in 54 cases. 
were conducted by telephone when the subj ect 
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lived outside of the greater Portland metropolitan area. 
A letter explaining the nature of the research study 
was sent to prospective subjects requesting their 
participation. At the time of the interview, interviewers 
again explained the nature and purpose of the study and 
offered to answer any questions. When face to face 
interviews were conducted, an informed consent form was 
completed prior to the interview. When interviews were 
conducted by telephone, an informed consent form enclosed 
in a stamped envelope addressed to the Portland state 
University Institute on Aging was sent to subjects. 
Subj ects were assured that per sons other than the 
interviewers would have access to data only in aggregate 
form, thus preserving the anonymity of respondents. 
Questionnaires were coded by number rather than by the name 
of the individual to further safeguard the identity of the 
respondent. 
Sensitivity was shown to the possibility that asking 
people to discuss problematic situations may evoke a 
certain amount of anxiety. Hence, care was taken to avoid 
questions that would generate high levels of anxiety in the 
average subject. This was accomplished by carefully 
pretesting the research instrument to identify questions 
which appeared to generate respondent discomfort. In all, 
risk to subjects was judged to be very low. The interviews 
did not appear to generate anxiety in subj ects and most 
persons expressed interest and enjoyment in participation. 
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Ninety-seven subjects said they would participate again in 
a similar study if asked. Care was taken throughout the 
study to treat subj ects with respect and to show 
appr~~iation for their participation in the study. 
In sum, the investigator is in agreement with the 
National Institute on Aging's conclusions regarding the 
protection of elderly subjects (Protection of Elderly 
Research Subjects, U.S.D.H.E.W., 1977). Most salient to 
the current study of these conclusions is the distinction 
between research that benefits the elderly subject and that 
which does not, the problems of vulnerability of elderly 
subjects, and the potential for paternalism and 
stigmatization. The physical and psychological risks of 
participation in this study were deemed minimal and 
benefits to participants and society as a whole 
substantial. This research study was approved by the 
Portland Veterans Administration Medical Center and the 
Portland state University Committee on Human Research which 
are responsible for protecting the rights and welfare of 
human subjects. 
RESEARCH QUESTIONS 
Extensive data were collected in order to answer a 
wide range of questions regarding the characteristics of 
community-residing, middle-aged and elderly spinal cord 
injured persons. In broad terms, the questions to be 
addressed in this study are: 
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1) What are the demographic characteristics of the 
sample? 
2) What is the extent and nature of subjects' 
participation in recreational, group and 
community activities and services? 
3) What are the health status characteristics of 
respondents? 
4) What is the degree and nature of social support 
perceived by respondents? 
5) What is the nature of social comparisons made by 
respondents? 
6) What is the degree and nature of respondents' 
perception of control over various life 
situations? 
7) What is the degree and na tur e of respondents' 
subjective well-being? 
8) What are the correlates of subjective well-being 
in thi s sample? (Based on the review of the 
Ii terature and the conceptual frarnewor k of this 
study, it is predicted that the variables most 
highly correlated with the measures of subjective 
well-being will be health, income, and the 
social-psychological variables of social support, 
social comparison, and perceived control.) 
9) To what extent can subjective well-being be 
predicted by measures of perceived social 
support, social comparison, control and other 
41 
social-psychological and demographic variables? 
OPERATIONAL DEFINITIONS 
Subjective Well-Being 
The frequently studied constructs of life satis-
faction, morale, and adjustment are highly interrelated and 
may be considered a single construct (Larson, 1978; 
Lohmann, 1980). Given this interpretation, these and 
similar constructs will be used interchangeably to denote 
an overall state of self-reported psychological well-being 
which will be called subjective well-being. Subjective 
well-being will be measured by the Index of Psychological 
Well-Being, the Life Satisfaction Index-A, and the Center 
for Epidemiologic Studies Depression Scale. 
Social Support 
Social support is defined as a construct comprised of 
those mechanisms by which interpersonal relationships 
promote positive outcomes, such as assisting an individual 
to cope with stressful life events. Social support is 
conceptualized in this study as instr umental, aff ecti ve, 
and cognitive in nature. 
Instrumental Support. Instrumental 
defined as the provision of tangible aid, 
support is 
whether it be 
financial assistance, transportation, or assistance with 
activities of daily living. 
Affectiye Support. Affective support is defined as 
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the communication of direct positive affect: for example, 
feedback that one is loved, respected and "belongs." 
Cognitive Support. Cogni tive support is defined as 
the communication of information that helps the individual 
to negotiate her or his world. The information provided 
may range from the very specific "how to" variety to more 
subtle types enabling individuals to appraise the 
appropriateness of their feelings, beliefs, attitudes, and 
goals. 
Leyel of Spinal Cord Injury 
"Level" refers to the site of the spinal cord injury. 
In general, the higher the injury, the greater the loss of 
function. Spinal cord injuries are generally categorized 
into two major levels: paraplegia and quadriplegia. 
Quadr iplegia is an inj ury at the cervical (neck) level: 
paraplegia is an injury below this level in the thoracic, 
lumbar and sacral regions of the spinal cord. Although 
variations in functional ability depend on the exact nature 
and level of the injury, the term paraplegia is generally 
used to refer to the paralysis of both lower limbs. The 
term quadriplegia refers to the paralysis of both arms and 
both legs. Injuries are also categorized as complete or 
incomplete. Complete lesions end sensation and voluntary 
movement below the injury level: whereas, incomplete 
lesions allow some sensation and/or voluntary movement. 
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INSTRUMENTS 
Data were collected through use of the Elderly Spinal 
Cord Injury Questionnaire designed for this study and three 
established measures of subjective well-being. The 
questionnaire was administered as a structured interview by 
skilled interviewer s and took subj ects approximately one 
hour to complete. The questionnaire was pre-tested on ten 
subjects by the two interviewers, both of whom were female 
mental health professionals. 
Elderly Spinal Cord Injury Questionnaire 
The following are major categories of data collected 
in this instrument: 
Demographic. Information regarding age, sex, race, 
marital status, children, education, religion, employment, 
income, and residential characteristics was obtained. 
Recreational/Group Activities/Community Services. 
Information regarding types and numbers of recreational 
activities engaged in by respondents was obtained as well 
as data on whether these activities were individual or 
group-or iented. Subjects were asked to describe group 
memberships, use of community services, and the frequency 
of involvement with these groups and community services. 
Health Status. Subjects were asked to rate their 
health status on a Likert-type scale; compare their health 
now to a year ago; and indicate the level of the spinal 
cord injury, age at injury, cause of injury and whether the 
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injury was service-connected, i.e., incurred during service 
in armed forces. Questions were also asked regarding the 
existence of chronic health problems, hospitalization, 
projected physical condition, and assistance needed with 
activities of daily living (ADL), i.e., dressing, bathing, 
eating, cooking, toilet, 
laundry and house cleaning. 
driving a vehicle, shopping, 
A scale consisting of the nine 
i terns indicating the degree of assistance required wi th 
various activities of daily living was constructed. An 
SPSS Reliability Analysis Program was used to determine the 
internal consistency of the items. The reliability 
coefficient for this scale was high, Cronbach's alpha = 
0.94. An attempt was made to construct an index of health 
status from mul tiple items but the alpha level of 0.56 
obtained was not considered high enough to combine these 
items into a single scale. Thus, remaining health items 
were treated individually in the data analysis. 
Social Network/Support. Descriptive information was 
obtained regarding the number of support persons and the 
age, sex, disability status, residence location, and 
relationship of each person to the subject. Questions were 
also asked regarding reciprocity, duration of the 
relationship, frequency of contact, importance of and 
satisfaction with each relationship, and loss of important 
persons in the last several years. 
In order to measure perceived social support, each 
subject was asked to name up to five persons who were 
important sources of help, support, and guidance. 
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After 
identifY1ng these persons, subjects were asked to indicate 
on a Likert-type scale how much each person helped them in 
a variety of ways. A social support scale was constructed 
of 11 items measuring instrumental, affective, and 
cognitive support. A total social support score was 
obtained by adding the ratings on the 11 items resulting in 
a potential range in total support scores from 0 (no 
support:) to 275 (five per sons giving very frequent suppor t 
on all 11 items). Reliability analysis of the social 
support scale indicated a Cronbach' s alpha coefficient of 
0.90, indicating a high degree of internal consistency of 
items. The internal consistency of items lends support to 
the conceptual soundness of utilizing a total social 
support score based on the three subscales of instrumental, 
affective, and cognitive support. The Cronbach's alpha 
coefficient for each of the three subscales was as follows: 
instrumental support, 0.81; affective support, 0.96; and 
cognitive support, 0.95. These reliability coefficients 
may be interpreted as indicating a relative homogeneity of 
items within each subscale. The high reliability 
coefficient of the total social support scale again may be 
interpreted as the items measuring a relatively homogeneous 
construct of social support or, as an alternate 
explanation, the possibility that subjects did not 
differentiate closely beween forms of social support and 
tended to view the support given by another person in a 
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global fashion. 
In addition to obtaining a total social support scale 
for each subject, two items measuring satisfaction with the 
amount and quality or closeness of social contact with 
others were combined to form an index of overall 
satisfaction with social contact with others. The Pearson 
correlation coefficient between these two items was 0.68, ~ 
< 0.001. 
Social Comparison. In order to obtain a measure of 
favorable/unfavorable social comparisons, a scale 
consisting of five items was constructed. The five items 
were Likert-type scales on which the individual indicated 
how good his/her life situation was compared to most 
people, others the same age, others with a similar 
disability, his/her life before the disability, and how 
good his/her life would be without the disability. The 
Cronbach's alpha indicating the internal consistency of 
items was 0.80. 
Subjects were also asked with whom they compared 
themselves and on what characteristics. They were also 
asked what things or val ues came to mind when they were 
thinking about their life situations as compared to those 
of others. 
Control/Attributions. A scale consisting of five 
Likert-type items was constructed to measure perceived 
control. Subjects indicated to what extent they felt able 
to achieve or obtain what was important to them, make their 
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interactions with people end up the way they expected, 
count on themselves to cope successfully when stressed, 
solve problems in their lives and to what degree they 
perceived the good things that happened to them as a result 
of their own actions. The Cronbach's alpha for this scale 
was 0.81, again indicating a relatively high degree of 
internal consistency. 
Subjects were also asked questions regarding what 
factors they blamed for causing their disability, the 
extent to which they felt they could have avoi ded the 
circumstances which caused the disability, major 
difficul ties in their current life, the extent to which 
these difficulties are due to their own actions or 
inactions, the extent to which they perceived their 
disability as the worst to the best thing that could happen 
to them in their lifetime, and a description of any purpose 
or positive meaning their disability has had. 
Happiness!Depression!Hope!Fears. Several questions 
regarding subjective well-being were asked to complement 
the three outcome measures to be described next. Subjects 
were asked to indicate on Likert-type scales how happy they 
were at this stage of their life, how often they felt 
depressed, and how hopeful they felt about their future. 
Subjects were also asked to describe how they coped with 
feelings of depression and what their greatest fears about 
the future were. 
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Index of Psychological Well-Being (IPWB) (Berkman, 1971) 
This is an eight-item, self-report scale designed to 
measure mental health in a general population. Composed of 
both posi tive and negative feeling-state items, the index 
describes the relative strength of an individual's positive 
and negative feelings, rather than an absolute amount of 
one or the other. Negative and positive feelings scores 
are computed separately and combined on a matrix to form a 
total score of psychological well-being. For example, an 
individual with a negative feelings score of three and a 
positive feelings score of eight receives a total score of 
two on the scale. 
MATRIX 
Negative Positive Feelings Score 
Feelings Score 7-9 4-6 3 0-2 
0-1 1 2 3 4 
2-3 2 3 4 5 
4-5 3 4 5 6 
6-15 4 5 6 7 
This method of measuring psychological well-being helps to 
explain why some people who seem to have a very high number 
of negative forces acting on them are still able to 
maintain a sense of well-being, while others who appear to 
be exposed to only a small number of negative experiences 
become extremely depressed. 
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The items in this scale come from those used by 
Bradburn and Cap10vitz (1965) to measure psychological 
well-being in their studies of happiness. For the purpose 
of this study, one item on the Index, "so restless you 
couldn't sit long in a chair," was changed to "so restless 
you had to move about," since persons in this study cannot 
get up and walk. Berkman (1971) cites a parallel 
association between scores on the Index of Psychological 
Well-Being and mental heal th/life stress ratings by 
psychiatrists in the Midtown study (Langner & Michael, 
1963) as an indication of criterion-oriented concurrent 
va1idi ty. 
The Life Satisfaction Index-A (LSIA-A) (Adams. 1969) 
This is an 18 item self-report scale designed to 
measure subjective psychological well-being. The LSIA-A is 
mu1 tidimensiona1, composed of four factors interpreted as 
mood tone, zest for life, congruence between desired and 
achieved goals, and a fourth unnamed dimension. Adams 
suggests this fourth dimension represents a combination of 
resolution/fortitude and congruence between desired and 
achieved goals. The LSIA-A is identical to the LSIA 
developed by Neugarten, Havighurst and Tobin (1961) except 
for the deletion of two items from the LSIA which Adams 
rejected due to poor item reliability and minimal 
contribution to the total life satisfaction score. 
Inter-correlations have been demonstrated between the 
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LSIA-A and other measures of life satisfaction, e.g., LSIA, 
.989; LSIZ, .952; Philadelphia Geriatric Center Morale 
Scale, .779; and Cavan, .799 (Lohmann, 1977). No 
reliabili ty estimates are reported for the LSIA-A. 
However, the LSIA-A and LSIZ are highly correlated and the 
LSIZ has a split half reliability coefficient of .79 (Wood, 
Wylie, & Sheafer, 1969). Adams concludes that the LSIA-A 
is composed of one major factor which he calls life 
satisfaction. Analysis of the data in the pre;:;ent study 
resul ted in a Cronbach' s alpha of 0.76, indicating 
reasonable internal consistency of items. 
Center for Epidemiologic Studies--Depression Scale ICES-D) 
(Radloff. 1977) 
This is a 20-item self-report scale designed to 
measure depression symptoms in the general population. The 
items were selected from previously validated longer scales 
(Beck Depression Inventory, 1961; Zung's Self-Rating Scale, 
1965; MMPI-Depression Scale). The CES-D is composed of 
four factors interpreted as depressed affect, positive 
affect, somatic and retarded activity, and an interpersonal 
factor. The CES-D Scale was designed to avoid the problem 
characteristic of some depression scales of placing too 
much emphasis on somatic items which frequently 
characterize non-depressed older or disabled persons. 
Radloff (1977) reports that the internal conSistency, 
test-retest reliability, and validity of the scale are high 
and correlations between the CES-D and age, social class, 
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and gender are minimal. content validity was established 
based on the clinical relevance of symptoms which comprise 
the items of the scale. Criterion-oriented validity was 
also established by correlations with other valid 
self-report depression scales (Bradburn, 1969, .I. = .61; 
Langner, 1962, .I. = .54; and Lubin, 1967, .I. = .51) and with 
clinical ratings of severity of depression (.I. = .56). 
Construct validity was established by demonstrating a 
pattern of relationships with other variables. Reliability 
of the scale was established through test-retest procedures 
(.I. = .54) and analysis of internal consistency (Cronbach's 
alpha = .85; split halves .1: = .77). The CES-D is not 
designed to be used as a clinical diagnostic tool, but is 
perhaps most useful in identifying "groups at risk of 
depression." Reliability analysis of the scale resulted in 
a Cronbach's alpha of 0.83, indicating high internal 
consistency of items. Based on analysis of data in this 
study of spinal cord injured persons, the Pearson 
correlation coefficient between the CES-D and the LSIA-A 
was -.69, ~ < 0.001, between the CES-D and the IPWB, -.62, 
12 < 0.001, and between the IPWB and the LSIA-A, .73, ~ < 
0.001. 
DATA ANALYSIS PROCEDURES 
The initial steps in data analysis entailed the 
development of a codebook, the coding of raw data onto a 
Fortran Coding Form, keypunching of data onto cards, and 
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the storing of data on a permanent computer tape. 
An extensive qualitative and quantitative analysis of 
the data collected in this study was carried out. The 
first stage of data analysis entailed obtaining frequencies 
and descriptive statistics on the sample. This was 
followed by the computation of numerous Pearson correlation 
coefficients to obtain a broad picture of which variables 
correlated significantly with each of the outcome measures 
of life satisfaction, psychological well-being and 
depression and with each other. 
The next stage of analysis entailed the conducting of 
reliability analyses of indexes constructed to measure 
activities of daily living, social support, social 
comparison, and perceived control. Reliability analyses 
were also completed on the outcome measures of well-being, 
life satisfaction and depression. All of these reliability 
analyses revealed a Cronbach I s alpha of 
indicating the internal consistency was 
0.70 or higher 
high enough to 
interpret the items as measuring the same general 
construct. 
Variables of particular interest because of their 
theoretical value to this study or for their contribution 
to past studies of subjective well-being were then analyzed 
by t-tests or one-way analysis of variance to look for 
differences in measures of subjective well-being based on 
group membership and to detect possible curvilinear 
relationships CANOVA) likely to be obscured by Pearson 
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correlation coefficients. 
The final stage of data analysis involved the use of 
hierarchical multiple linear regression analysis to 
determine to what degree subjective well-being could be 
predicted from the social-psychological variables of 
particular theoretical interest (social support, social 
comparison, perceived control, perception of disability) 
and demographic variables generally considered to influence 
subjective well-being (health, income). The variables of 
health and income were entered first into the regression 
equation followed by the social-psychological variables to 
determine the additional impact of these social-
psychological variables in predicting subjective well-
being. 
The moderate size of the sample also made it possible 
to conduct extensive qualitative analysis of the data; for 
example, a description of the highest and lowest scoring 
subjects on the measures of subjective well-being. 
All computer-assisted data analysis was conducted 
through use of the statistical Package for the Social 
Sciences, 2nd edition (Nie, Hull, Jenkins, Steinbrenner & 
Bent, 1975), and SPSS Update (Hull & Nie, 1979). 
Keeping in mind that random sampling was not possible 
in this study, that all variables are not necessarily 
normally distributed, and that some variables represent 
ordinal level data treated as internal level data, the 
analysis of these data with parametric statistics is 
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nonetheless viewed as appropriate, in line with statistical 
procedures currently used in social science research, and 
as meeting the assumptions of parametric tests to a degree 
compatible with the purposes of this study. In support of 
this approach to statistical analysis, Kerlinger (1973, p. 
287) states that 
Unless there is good evidence to believe that 
populations are rather seriously non-normal and 
that variances are heterogeneous, it is usually 
unwise to use a nonparametric st:atistical test in 
place of a parametric one. The --eason for this is 
that parametric tests are allnost always more 
powerful than nonparametric tests. 
Kerlinger also quotes Anderson (1961, p. 315) as stating, 
"It was concluded that parametric procedures are the 
standard tools of psychological statistics, although 
nonparametric procedures are useful minor techniques." 
CHAPTER IV 
FINDINGS 
The data are analyzed by the nine research questions 
identified previously. 
QUESTION 1: WHAT ARE THE DEMOGRAPHIC CHARACTERISTICS OF 
THE SAMPLE? 
A typical demographic profile of a subject in this 
sample is a 56 year old Caucasian male, married with two 
children. He is a veteran, has a high school diploma, is 
currently unemployed, perceives himself as moderately 
religious and claims a Protestant affiliation. His income 
is approximately $10,000 a year, drawn primarily from 
Social Security and other disability insurance. He is 
moderately satisfied with his income and lives in his own 
well-maintained home in an urban setting with his spouse. 
His monthly mortgage payment is relatively low, 
approximately $150 per month and he lives in relative 
comfort. 
Demographic Characteristics of Respondents 
Race. Gender and Age. All subjects in the sample 
were Caucasian and predominantly (90%) male. The current 
age of subj ects ranged from 40 to 73 with the mean age 
being 56 and the median age, 56.5 years. The largest 
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percentage of respondents (45%) were 50-59 years of age. 
Marital status. The majority (72%) of subjects were 
currently married or living as married (1%). Eight percent 
were never married, 17 percent were divorced, and 2 percent 
were widowed. Among those widowed or divorced, 11 incurred 
this status over seven years ago, four within the last 4-7 
year s and four wi thin the last 1-3 year s. Thus, most of 
those widowed or di vor ced were not adj usti ng to a recent 
loss of marital partner. 
Children. A maj or i ty (84%) of the subj ects had at 
least one child. The mean number of children was 2.5. 
Approximately two-thirds of those subjects had their 
children before the occurrence of the spinal cord injury. 
Household Composition. The most prevalent living 
situation for subjects was with a spouse. Almost a third 
(27%) of the respondents also had a child still living in 
the home. The incidence of other persons such as parents, 
siblings, friends and paid care givers in the home was 
small. Fourteen percent of the respondents lived alone. 
Employment Status. The majority of the respondents 
(74%) were currently unemployed. Of the 26 percent 
employed, 22 persons were employed full-time and four 
part-time. Those employed identified a variety of 
occupations, but it was interesting that half of those 
employed were professional persons. This may indicate a 
high degree of career commitment among professional persons 
and/or that professional-type jobs frequently do not 
require a large degree of physical mobility. 
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Other jobs 
identified by respondents were sales, management, clerical, 
craftsman, and laborer. Of those persons working, all but 
two rated job satisfaction 4-5 on a 1-5 Likert-type scale 
with 5 being very satisfied. The remaining two per sons 
rated their job satisfaction as moderate. 
Income. The yearly income of respondents ranged from 
less than $2500 to over $20,000. The median income fell 
within the $10,000 to $15,000 bracket. Twenty-five percent 
of the respondents reported yearly incomes of over $20,000. 
The major sources of income identified by subjects were 
Social Security, disability insurance, employment of 
respondent or spouse, pension/retirement funds and 
investments. Thirty percent of the respondents were 
moderately satisfied with their income, 27 percent were 
somewhat or very dissatisfied, and 43 percent were somewhat 
or very satisfied with their income. 
Education. The educational level of respondents 
ranged from less than high school (17%) to the possession 
of graduate degrees (7%). The greatest percentage (31%) of 
respondents possessed a high school diploma as their 
highest educational achievement. 
Religiosity. The highest percentage (35%) of 
respondents described themselves as moderately religious, 
while 33 percent viewed themselves as not very/not at all 
religious and 32 percent as somewhat/very religious. 
Forty-nine percent of the respondents identified themselves 
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as Protestant, followed by 21 percent claiming no religious 
affiliation, 16 percent Catholic, 9 percent other, and 5 
pet'cent Mormon. 
Residence Type and Location. Fifty-one percent of 
the subj ects lived in an urban area, 31 per cent in a 
suburban area or small town, and 18 percent in a rural 
area. Most of the subjects (85%) lived in their own homes; 
10 percent lived in apartments, 4 percent in mobile homes, 
and 1 percent in condominiums. Eighty-eight percent of the 
respondents owned or were purchasing their residences. 
Monthly mortgage or rent payments varied widely, ranging 
from nothing (21%) to over $300 (21%). 
QUESTION 2: WHAT IS THE EXTENT AND NATURE OF SUBJECTS' 
PARTICIPATION IN RECREATIONAL, GROUP, AND COMMUNITY 
ACTIVITIES AND SERVICES? 
Subjects identified a wide variety of recreational 
activi ties and hobbies they engaged in. These acti vi ties 
ranged from quiet individual activities such as reading and 
watching TV to outdoors activities with others such as 
fishing and traveling. Fifty-two percent of the subjects 
indicated they usually engaged in individual types of 
recreation, 8 percent in group activities and 40 percent in 
a combination of individual and group activities. 
On the whole, subjects in this study were not active 
members of groups. Those who were active in groups 
mentioned a number of organizations such as the Elks, 
Kiwanis, Paralyzed Veterans' Association, Amateur Radio 
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Club, church groups, Lions, American Legion, and the 
National Spinal Cord Injury Foundation. Thirty-nine 
percent of the subjects stated they belonged to no groups, 
27 percent to one group, 23 percent to two groups, and 11 
percent to three or more groups. In regard to 
participation in these groups, 50 percent stated they never 
participated in a group, 12 percent participated less than 
once a month, 28 percent once or twice a month, and 10 per-
ce~t once a week or more. 
Per sons in thi s study were even less involved wi th 
community agencies and services. Eighty-five percent said 
they didn't use any community services or agencies at any 
time, 13 percent used one agency, 1 percent used two 
agencies, and 1 per cent used three agencies. Of the 15 
percent using community agencies, 5 percent used them less 
than once a month, 4 per cent once or twi ce a month, 2 
percent once a week, and 4 percent several times a week. 
Examples of community agencies or services used were senior 
centers, Meals on Wheels, The Lift, Upjohn Nursing Service, 
Visiting Nurses' Association, Loaves and Fishes, and Home 
Health Care. 
The relatively low degree of participation by these 
subjects in organized groups and community programs has 
implications for those persons planning services for 
elderly spinal cord injured persons. A thorough assessment 
of the needs of this population and the factors which may 
influence utilization of services (such as transportation, 
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cost, and types of services provided) is indicated before 
investing resources in programs. 
QUESTION 3: WHAT ARE THE HEALTH STATUS CHARACTERISTICS OF 
RESPONDENTS? 
Subjects' responses to the question, "All things 
considered, how would you rate your health status right 
now?", ranged from poor to excellent. The greatest 
percentage (34%) of subjects rated their health status as 
moderate (3 on a 1 to 5 Likert-type scale). Seven percent 
of the subjects perceived their health as poor, 18 percent 
as fair, 30 percent as good, and 11 percent as excellent. 
Fifty-five percent of the subjects felt their health 
status now was the same as it was one year ago, 18 percent 
felt their health was better now, and 27 percent thought it 
was wor se now. In regard to proj ected heal th status, 60 
percent of the subjects felt their health would be the same 
in the next year, 16 percent felt it would improve, and 24 
percent felt it would get worse. 
In regar d to the level of inj ury, 40 percent of the 
subjects were classified as paraplegia, incomplete; 27 
percent paraplegia, complete; 29 percent quadriplegia, 
incomplete; and 4 percent quadriplegia, complete. The age 
at injury ranged from 12 to 68 with the mean age at injury 
being 35.4 years; the mode was 20.0 and the median age was 
33.2 years. The age at injury in this sample tended to be 
older than that cited in the literature; Trieschmann (1980) 
61 
ci tes the mean age of inj ury at 28.5 year s, the mode at 
20.0 and the median age of injury 23.0 using a large data 
base from the National Spinal Cord Injury Model Systems 
Conference Proceedings (1978). The older age at injury in 
this study is most likely explained by the exclusion of 
persons under the age of 40 in this sample. 
The major cause of injury (32%) was vehicular 
accidents involving both automobiles and motorcycles, 
followed by polio (27%), other assorted accidents (15%), 
falls (8%) , penetrating wounds (6%) , other disease 
processes (6%), tUmors (4%), and sports injuries (2%). 
Eighty-three per cent of these inj ur ies were non-serv ice 
connected, meaning that most per sons in thi s sample were 
not receiving additional benefits associated with a 
service-connected disability. 
Fifty-seven percent of the subjects indicated they 
had no chronic health problems other than their spinal cord 
inj ury. Among the chronic heal th problems identified by 
the remaining 43 percent of the sample were the following: 
hypertension, kidney infection and disease, hypotension, 
diabetes, arthritis, emphysema and a variety of 
cardiovascular problems. Many of the chronic health 
problems mentioned are among those associated wi th spinal 
cord injury, particularly renal disease and related 
hypertension (Gunby, 1981). Thirty-five percent of the 
respondents had been hospitalized in the last year. Of 
those hospitalized, ten were hospitalized for less than one 
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week, five for one to two weeks, ten for three to four 
weeks and ten for over one month. 
QUESTION 4: WHAT IS THE DEGREE AND NATURE OF SOCIAL 
SUPPORT PERCEIVED BY RESPONDENTS? 
Number of Support Persons 
Subjects in this study were asked to name persons who 
were important sources of help or support to them. The 
relatively few subjects (14%) who named more than five 
persons who were important sources of help or support were 
asked to list the five persons who were the most important 
to them. The mean number of support persons identified was 
2.3, the mode 1.0 and the median, 1.9. It was interesting 
that the largest number of subjects (41%) named only one 
suppor t per son. The small number of support persons 
identified by many respondents makes them vulnerable to the 
potential loss of these persons through illness or death. 
Who Provides Support 
Individuals identified as support persons typically 
lived with respondents or within a tri-county area. 
Subj ects named very few suppor t per sons who lived outside 
the tri-county area. Almost all of the support persons 
named were people the subjects had known for over five 
year s. Subjects viewed these interpersonal relationships 
as long-term and stable. In almost all cases, individuals 
who were identified as support persons knew each other. 
Spouses and children were the most important sources 
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of help and suppor t for subj ects. Seventy-two percent of 
the respondents named spouses and 38 percent named children 
as important support persons. Other sources of support in 
descending order of frequency were friends, siblings, 
parents, other relatives, neighbors, professional helpers, 
and co-wor ker s. 
It was interesting that out of all the support 
persons named (231) by the 100 subjects in this study, only 
11 of the total number of support persons were disabled. 
It was expected that severely disabled persons would have a 
desire or need for support from others with similar 
disabil i ties. The verbal responses of subj ects seemed to 
indicate, however, that this was not particularly important 
at this time in their lives. Perhaps it is important to 
have contact with similarly disabled persons at a point 
soon after injury in order to redefine one's personal and 
social identity, but less important as time goes by. Most 
persons in this study did have access to organizations such 
as the Paralyzed Veterans Association and the National 
Spinal Cord Injury Foundation, thus the availability of 
similarly disabled persons did not appear to be a major 
factor in subjects' responses. 
Freguency of Contact 
Subjects in this sample see 
frequently; eighty-four percent of 
the support persons 
respondents' contacts 
with support persons were "several times a week or qaily," 
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14 per cent were several times a month, and 2 percent were 
less than once a month. 
Importance of Support Persons 
The support persons are very important to 
respondents. Ninety-two percent of the respondents viewed 
their relationships with support persons as being very 
important, 7 percent as moderately important, and 1 percent 
as not import~nt. 
Satisfaction With Social Support 
Respondents were sati sfied with thei r relationships 
with support persons for the most part. Ninety percent of 
the respondents were very satisfied with these 
relationships, 8 percent were moderately satisfied and 2 
percent were not satisfied. Subjects were also asked, "In 
general, how sa ti sfied are you wi th the amount of social 
contact you have with other s?" and "with the guality or 
closeness of the social contact you have with others?" 
Sixty-eight percent of the subjects indicated high 
satisfaction, 22 percent moderate satisfaction, and 10 
percent low satisfaction with the amount of social contact 
with others. Following a similar pattern, 70 percent 
indicated high satisfaction, 20 percent moderate 
satisfaction, and 10 percent low satisfaction with the 
quality of social contact with others. The Pearson 
correlation coefficient between satisfaction with the 
amount and satisfaction with the quality of social contact 
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was .I. = 0.68, ~ < .001, indicating a relatively strong 
positive relationship. These data suggest that one 
component of the perceived quality of a relationship is the 
frequency or amount of contact between the parties. 
The Pearson correlation coefficients between 
nsatisfaction with the amount and quality of the social 
contact with other sn and the actual social suppor t scale 
score, although in the expected direction, were 
surprisingly low. Tile correlation coefficient between 
satisfaction with the amount of social contact and the 
social support scale score was .I. = 0.22, ~ < .014 anr'l 
between satisfaction with the quality of social contact and 
the social support scale score, .I. = 0.25, ~ < .006. In 
interpreting these correlations it must be remembered, 
though, that the social support scale score is based on 
support persons named, whereas, the measures of 
satisfaction with the overall amount and quality of social 
contact are based on a broader range of relationships. It 
is certainly possible for someone to have a strong personal 
support system, be satisfied with that system, and still 
not be satisfied with the amount and quality of social 
contact with others in general. 
Reciprocity 
It was thought that subjects in this study might be 
somewhat vulnerable to unbalanced exchanges with those in 
their support network due to the needs their physical 
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disability might impose. In actuality, relationships were 
viewed by the respondents as reciprocal the majority of the 
time. For the first support person named, usually the 
spouse, respondents viewed the relationship as reciprocal 
(helping each other about the same) in 58 instances, as the 
other person helping them more in 38 instances, and the 
respondent helping the other per son more in three 
instances. The remaining subj ect had no suppor t person. 
For subsequent persons named as supports, the same pattern 
emerged but wi th relationships being even more frequently 
identified as reciprocal; for example, for the second 
person named as a support, 22 were viewed as reciprocal 
relationships, eight as the other helping the subject more, 
and eight as the subject helping the other more. 
Statistical analysis of relationship reciprocity by 
relationship satisfaction revealed no significant results. 
Reciprocity was likewise not correlated highly with either 
satisfaction with the amount (L = 0.21, ~ < .02) or quality 
(L = 0.13, ~ < .09) of social contact. There are 
undoubtedly many factors which influence the expectation of 
reciprocity in a relationship including the relative ages, 
role positions, and health status of the participants. 
Most persons in this study did not express difficulty 
regarding the issue of reciprocity and as noted previously 
reported high satisfaction and high stability in their 
relationships with signif icant other s. It would be 
interesting in future study to investigate the issue of 
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reciproci ty from the viewpoint of the spouses of spinal 
cord injured persons. 
Conceptualization of Support 
As described previously, social support was 
conceptualized as being instrumental, affective, and 
cogni tive in nature. For the most part, subj ects did not 
seem to differentiate strongly between these types of 
support: i.e., on a 1-5 Likert-type scale they tended to 
classify a given support person as a 3, 4, or 5 "across the 
board." The degree to which persons differentiated between 
particular types of support given of course varied, but it 
appeared that many persons tended to view someone else in a 
more global fashion as being supportive or not. It is, of 
cour se, also qui te possible that many per sons in fact do 
give support in a "global" fashion, i.e., they provide 
material assistance, affection and love, and information 
and advice. The Pear son correlation coefficients between 
the three types of social support were thus high: between 
instr umental and affective support (.t, = 0.81, ~ < .001), 
between instr umental and cogni ti ve suppor t (.t, = .86, ~ < 
.001) I and between affective and cognitive support (.t, = 
0.95, ~ < .001). 
Reliabili ty analyses of each of these subscales of 
the social support scale revealed a Cronbach I s alpha of 
0.81 for the instrumental support scale, 0.96 for the 
affective support scale, and 0.95 for the cognitive support 
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scale. All of these coefficients indicate a high degree of 
internal consistency of items within each of the subscales. 
Looking at these three subscales together, a reliability 
analysis of the total social support scale resulted in a 
Cronbach I s alpha of 0.90, again indicating high internal 
consistency. The high internal consistency of items in the 
social support scale and high Pearson ~ coefficients 
between the three subscales lend support to the 
conceptualization of instrumental, affective and cognitive 
support as comprising one basic construct, social support. 
Social Support Scores 
Social support was viewed in this study as being both 
qualitative and quantitative in nature; thus scores on the 
social support scale reflect a combination of the number of 
support persons named and the quality of support received 
from those persons. Thus, a subject who names two support 
persons and perceives them as providing very frequent 
support in many categories may receive the same total 
social suppor t score as another subj ect who names four 
persons and perceives them as providing a moderate amount 
of support. For each of the 11 items on the social support 
scale, the subject indicates to what degree each support 
person named helps them. Subjects rate the degree of help 
received on a 1-5 Likert-type scale with 1 being "not at 
all," 2 "rarely," 3 "on some occasions," 4 "often," and 5 
"very frequently." Thus, the potential score on the scale 
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may range from zero if no support persons are named to 275 
if the subject names 5 persons who help him very frequently 
on all 11 items. The social support scale scores ranged in 
this sample from zero to 247. The mean social support 
score was 92.94, the mode 49.00, and the median 83.50. 
QUESTION 5: WHAT IS THE NATURE OF THE SOCIAL COMPARISONS 
MADE BY RESPONDENTS? 
In order to create a set for asking questions about 
social comparison, subjects were asked to think about their 
overall life situation and rate their life situation on a 
1-10 Likert-type scale with 10 being "the greatest." 
Responses to this question ranged from 1 to 10; the mean 
score was 6.6, the mode 7.0, and the median 7.0. 
Subjects were then asked to describe with whom they 
compared themselves to decide how good their life situation 
was. Subjects had difficulty relating to this question and 
many stated they didn't compare themselves with other 
people. This response was not surprising to the 
interviewers in view of a prevalent cultural norm which 
says something to the effect of "If you're secure in 
yourself you shouldn't need to compare yourself with other 
people." with some explanation by interviewers that we all 
compare ourselves with others even though we're not always 
aware of it, subjects were able to relate somewhat better 
to this question. It was expected that many respondents 
would compare themselves to other disabled persons, since 
70 
social comparison theory (Festinger, 1954) would predict a 
need to evaluate the self in relationship to similar 
others. Only 25 percent of the subjects said that they 
compared themselves with other disabled persons. Sixteen 
percent said that they compared themselves with nondisabled 
persons and 59 percent said they didn I t compare themselves 
with any particular group of persons, "just people in 
general." It was expected that persons who compared their 
life situation to those of other disabled persons would 
have a greater sense of subjective well-being than those 
comparing their life situation to nondisabled persons. One 
way analysis of variance, however, showed no significant 
differences in measures of subjective well-being based on 
compar i son groups. Contr asts between each of the three 
comparison groups (disabled, nondisabled, no particular 
group) likewise showed no significant differences in 
subjective well-being. It is difficult to interpret these 
findings in view of the difficulty subjects had in 
recognizing or being aware of the comparison processes they 
probably used. 
Subjects were also asked to describe what char-
acteristics, things, or values carne to their mind when 
thinking about their life situation and how good it was. 
The most frequently mentioned things or values were family 
and friends, followed by mobility and independence, health, 
finances, work/productivity, and several persons mentioning 
personality, intellect and pain. The importance of family 
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and friends shown here and previously in the discussion of 
social support may perhaps be most accurately interpreted 
as a reflection of the particular needs and values of a 
severely disabled population and also as a reflection of 
the general cultural value placed on family by persons of 
the age group represented in this sample. 
A scale consisting of 5 Likert-type items was 
constructed to obtain a measure of the favorable/ 
unfavorable· nature of the inter- and intra-personal 
comparisons made by this group. The 5 items ask subjects 
to rate how good their current life situation is in 
relationship to "most people," "others the same age," 
"others with a similar disability," "their life before the 
disability,1'I and a projection of their current life "if 
they didn't have the disability." It is interesting that 
in all comparisons with other people, the mean response is 
on the favorable side; whereas, in regard to intrapersonal 
comparisons the mean response is on the unfavorable side. 
It seems that many persons in this sample are able to see 
their own life situations favorably as compared to others, 
but still acknowledge that their own life situation could 
be better now without the disability and was perhaps better 
before the disability. It is also interesting that in 
comparisons with other people, subjects rate their own life 
si tuations most favorably when the other has a similar 
disability. 
Considering the social comparison scale as a whole, 
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possible scores range from 5 to 25, the higher the score 
the more favorable the comparison. The mean score on the 
scale was 14.9, the mode 12.0, and the median 14.7. 
Reliability analysis of the scale resulted in a Cronbach's 
alpha of 0.80, indicating a high degree of internal 
consistency among scale items. 
To summarize, then, a "typical person" in this sample 
tends to view his or her own life situation as about the 
same or a little bp.tter than that of other per sons in 
gener aI, other s his own age, and other s wi th a similar 
disability. This "typical person" views his current life 
situation as somewhat worse than before the disability and 
believes his current life situation would be somewhat or 
much better if he didn't have a disability. In thinking 
about his life situation, family and friends were mentioned 
as foremost in his mind. 
QUESTION 6: WHAT IS THE DEGREE AND NATURE OF RESPONDENTS' 
PERCEPTION OF CONTROL OVER VARIOUS LIFE SITUATIONS? 
Subjects were asked to what extent they felt their 
lives were controlled by themselves or other factors. 
Subjects on the whole reported a high sense of control over 
their lives. 
A scale consisting of 5 Likert-type items was 
construc~ed to measure the extent of perceived control over 
various life situations. Scores on the scale ranged from 5 
(indicating no perception of control) to 25 (indicating a 
perception of complete control). 
the mode 20.0, and the median 
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The mean score was 19.0, 
score 19.7. Reliability 
analysis of the scale resulted in a 
0.81, indicating a relatively high 
Cronbach's alpha of 
degree of internal 
consistency among items. Scores on this scale indicate 
that 72 percent of the subjects perceive a relatively high 
degree of control over their ability to "achieve or obtain 
what is important to them," to "make their interactions 
with others end up the way they expect," to "cope 
successfully when str essed," to "solve problems," and to 
"view the good things that happen to them as a result of 
their own actions." Another 17 percent of the sample 
perceived themselves as having a moderate perception of 
control over these things and only 11 percent of the 
subjects perceived themselves as having a low perception of 
control. 
Subjects were also asked whether they felt they could 
have avoided incurring the disability and what factor (s) 
they blamed for causing the disability. These questions 
are particularly interesting in view of research by Bulman 
and wortman (1977) regarding attribution of blame by 
victims of severe accidents. 
from their data that those 
These r esear cher s concl uded 
who coped the best blamed 
themselves but felt the injury was unavoidable; whereas, 
individuals who coped the worst blamed others, showed more 
regret, and felt they could have avoided the inj ury. The 
majority of persons in this current study did not blame 
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themselves for causing their disability; fifty-seven 
percent of the subjects did not blame themselves at all, 4 
percent only slightly, 9 percent moderately, 9 percent 
somewhat, and 21 percent blamed themselves very much. 
Those who did blame themselves tended to give examples such 
as carelessness resulting in a vehicular accident or 
failure to take polio vaccine resulting in paralysis. 
The maj or i ty of per sons in thi s sample did not feel 
they could have avoided the disability; fifty-six percent 
felt there was nothing they could have done and only 19 
percent felt they could have completely avoided the 
di sabil i ty. As would be expected, those who blamed 
themsel ves tended to be those who felt they could have 
avoided the disability, Pearson's Z = 0.72, ~ < .001. 
In summary, the "typical person" in this sample has a 
relatively high perception of control over various life 
situations, does not tend to blame himself for causing the 
disability, and does not believe that he could have avoided 
incurring the disability. 
QUESTION 7: WHAT IS THE DEGREE AND NATURE OF RESPONDENTS' 
SUBJECTIVE WELL-BEING? 
In addition to the three scales measuring 
psychological well-being, life satisfaction, and 
depression, a number of individual questions relevant to 
subjective well-being were asked. The most frequent 
response to the question, "What are the major difficulties 
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in your life at this time?" was dependency and immobility 
(38% of subjects), followed by health, finances, 
relationships with others, and pain. Approximately 
one-quarter of the sample said they had no major 
difficulties, while others mentioned multiple difficulties. 
Subjects were asked several questions regarding their 
perception of and attitude toward their disability. 
Responses to the question, "Considering the best and worst 
things that could happen to you in your lifetime, where 
does your disability fit into the scale?" showed that 41 
percent of the subjects viewed their disability as neither 
the worst nor the best thing that could happen to them. 
Fifty-four percent of the subjects viewed their disability 
as the worst or almost the worst thing that could happen to 
them and 5 percent of the subjects viewed their disability 
as the best or almost the best thing that could happen to 
them. It is relatively easy to imagine how one would 
perceive paralysis as the "worst thing that could happen," 
but what about those persons who say it is "the best thing 
that could happen?" Perhaps the response of one such 
person gives some insight into this question: "Before, I 
was drifting: since then I have gone to school and my 
outlook on life is changed drastically toward the 
positive." 
Subjects were also asked whether their disability had 
any purpose or positive meaning in their life. A majority 
of subjects (64%) said that there had been some purpose or 
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posi tive meaning. The most frequently mentioned types of 
meaning were those related to personal growth such as an 
nincreased awareness of self,n "becoming a better person,n 
and "value changen and those related to seeing other people 
as more important. Less frequently mentioned responses 
were more "patience anad tolerance, n nbeing more careful 
now, n nusing my head-vs-brawn," "increased importance of 
God,n and "acquiring new skills and hobbies. n It appears 
that ovet time many spinal cord injured persons go though a 
process of recognizing their values and perceptions of 
themselves in order to cope with their new status as a 
disabled person. This reorganization process most likely 
entails for many such persons a search for positive meaning 
or purpose in their disability in order to fully accept and 
integrate this new element into their lives. The ability 
to attribute positive meaning or purpose to the disability 
most probably enhances a perception of control over how one 
feels about one's self and life situation; i.e., one is not 
doomed to feel miserable because of the disability; one has 
a choice of how to feel. The incurring of a severe injury 
may also be perceived by many as a close brush with death, 
accompanied by a clear realization of human vulnerability. 
In other words, a severe trauma such as paraplegia or 
quadriplegia may make one "stop and think what life is 
really about,n and thus lead to dramatic value and attitude 
changes. 
Many physically able persons may have a hard time 
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imagining that they could be happy if paralyzed from the 
waist down. In response to the question, "How happy are 
you now (not at this moment, but at this stage of your 
life)?", subjects in this study appeared relatively happy. 
Sixty-one percent of the subjects indicated a high level of 
happiness, 31 percent a moderate level, and only 8 percent 
a low level of happiness. Again, this suggests an ability 
to develop a view of life and self that is positive despite 
the existence of potentially devastating life stressors 
(Lazar us 1977). 
Although some subjects in this study (15%) indicated 
that they were frequently depressed, a majority of subjects 
indicated a low (48%) to moderate (37%) frequency of 
depression in response to the question, "How often do you 
feel depressed?" In describing how they coped with the 
feeling of depression, subjects most frequently mentioned 
thinking positively and engaging in some activity followed 
by reading, TV, music, and talking to someone. Less 
frequently mentioned ways of coping were sleeping, crying, 
screaming, arguing, complaining, praying and drinking or 
drug-taking. 
Responses to the question, "In general, how hopeful 
do you feel about your future?", indicated that 47 percent 
of the subj ects had a high degree of hope, 30 percent a 
moderate degree, and 23 percent a low degree of hope about 
the future. Variables that were correlated with hope at a 
significance level of .001 or better and with a Pearson I 
78 
of .3 or higher are shown in Table II. These correlations 
suggest that persons who are younger, employed, require 
little assistance with activities of daily living, and who 
make favorable social comparisons, perceive that they have 
control over various life situations, view their 
relationships with others as reciprocal, and who view their 
di sabil i ty in a somewhat posi ti ve light have more hope 
about their future than do persons not exhibiting these 
characteristics. As would be expected, the perception of 
hope was positively correlated with psychological 
well-being, life satisfaction, and the absence of 
depr~ssion. 
Subjects identified a variety of fears about the 
future. The fear of having an inadequate income was the 
most frequently mentioned fear (32% of subjects), fOllowed 
by fears of deteriorating health (25%), dependency on 
other s (21%), losing other s and loneliness (12%), death 
(8%), going to a nursing horne (4%) and pain (2%). 
The last part of the questionnaire consisted of the 
outcome measures of subjective well-being. The Index of 
Psychological Well-Being (IPWB) is scored from I to 7 
representing a balance of positive and negative feelings. 
A score of one represents a high level of psychological 
well-being. utilizing a probability sample of 6,928 adults 
from a general population, Berkman's (1971) study resulted 
in a distribution of scores resembling that in this study 
(see Table III). The per sons in Ber kman' s study scored 
TABLE II 
PEARSON CORRELATIONS BETWEEN HOPEa AND 
SELECTED PREDICTOR VARIABLES 
Variable Pearson r* 
Age -.35 
Employed .40 
Assistance with ADL -.35 
Social Comparison .52 
Perceived Control .44 
Reciprocity .35 
Life Satisfaction (LSIA-A) .57 
Psychological Well-Being (IPWB) .46 
Depression (CES-D) -.54 
Disability Perception .31 
positive Meaning of Disability .31 
a"In general, how hopeful do you feel 
about your future?" 1 (not at all hopeful) 
to 5 (very hopeful). 
*~ < .001 for all correlations. 
79 
TABLE III 
COMPARATIVE DISTRIBUTION OF SCORES ON THE 
INDEX OF PSYCHOLOGICAL WELL-BEING 
Berkman (1971) Spinal Cord Injury Study 
Scale Score Percentage of Sample Percentage of Sample 
1 High Well-Being 6.9 3 
2 14.9 7 
3 22.5 23 
4 22.3 31 
5 20.5 25 
6 9.4 8 
7 Low Well-Being 3.5 3 
-
Total 100 100 
Mean 3.77 Mean 4.04 





slightly lower on the scale, thus indicating slightly 
higher psychological well-being than the spinal cord 
injured persons in this study. One might have expected the 
spinal cord injured sample to exhibit a much lower level of 
psychological well-being than the general population but 
this was not the case. 
The Life Satisfaction Index-A (LSIA-A) yields a score 
ranging from 0 to 18 with 18 being the most posi ti ve 
response. Scores on this scale ranged from 0 to 18 with a 
mean score of 10.76, a mode of 9.0, and a median score of 
10.88. These scores were compared with those of Adams 
(1969) utilizing the LSIA (a 20 item scale from which the 
LSIA-A was derived) and those of Harris and Associates 
(1975) using the 18 item version as in this study (see 
Table IV). The study by Adams (1969) was based on a sample 
of 508 per sons, aged 65 and over, and residing in small 
towns. The study by Harris and Associates (1975) was based 
on an in-depth survey of a cross-section of the American 
public aged 18 and over. The Harris sample was composed of 
4,254 persons; 3,624 of whom were 40 and over and 2,797 of 
whom were 65 and older. 
The scores of spinal cord injured persons in this 
study do reflect lower levels of life satisfaction than 
older per sons in general and the general adul t public as 
reported by Adams (1969) and Harris and Associates (1975). 
Over 50 percent of the spinal cord injured persons in this 
study gave responses indicating dissatisfaction on 5 of the 
TABLE IV 
MEAN SCORES ON THE LSIA AND LSIA-A OF SELECTED SAMPLES 








aScores can range from 0 to 20. 
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18 items on the LSIA-A. Sixty-six percent indicated that 
they were not as happy now as when they were younger, these 
were not the best years of their lives (73%), their lives 
could be happier than they are now (78%), they would change 
their past if they could (63%), and the lot of the average 
person is getting worse, not better (51%). The reasons 
subjects gave for some of these responses were related to 
their disability; for example, some persons volunteered the 
information that the part of their past they would change 
would be their injury. 
Comparing the responses of spinal cord injured 
persons to those of other persons on the same 5 items, 
Harris and Associates (1975) report that 44 percent of 
those oyer 65 were not as happy now as when younger, 68 
percent felt these were not the best years of their lives, 
45 percent fel t their lives could be happier, 38 percent 
would change their past lives, and 34 percent felt the lot 
of the average person was getting worse. Persons in these 
two samples scored similarly to each other on most of the 
remaining items. One exception was that only 58 percent of 
the spinal cord injured persons felt they had gotten pretty 
much what they expected out of life compared to 82 percer~ 
of the over 65 year old Harris sample. One interesting 
observation was that a majority of persons in both samples 
felt they "made a good appearance compared to other people 
their age" (spinal cord sample, 75%; Harris, 83%). One 
might expect that the spinal cord injured persons, in 
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particular, might feel inferior to other persons in regard 
to appearance. One person who said he didn't feel he made 
as good an appearance as others his age said that "if other 
people in the study said they did, they're kidding 
themsel ves 1 " 
The Center for Epidemiologic studies-Depression Scale 
(CES-D) yields a score of 0 \:0 60 with 60 being the most 
depressed response. Subjects are given a list of ways they 
may have felt ~r behaved during the past week and are asked 
to indicate how often they fel t or behaved in each of the 
ways. Scores on this scale ranged from 0 to 37 with a mean 
score of 9.74, a mode of 3.0, and a median score of 7.5. 
The mean score of subjects in this sample is similar to 
that of a probability sample of 2,514 persons from the 
general population aged 18 and over in a study conducted by 
Radloff (1977). Radloff al so repor ts mean scor es on the 
CES-D for an inpatient psychiatric sample of 70 persons and 
for a sample of 35 persons admitted to outpatient treatment 
for severe depression (see Table V). The mean score and 
percentage of scores at or above 16 for spinal cord injured 
persons in this study are only slightly higher than the 
scores of the general population studied by Radloff. This 
finding may be interpreted as an indication that this group 
of disabled persons is not particularly "at risk" of 
depression or in need of treatment. 
There were, however, six individuals scoring above 
the mean of the inpatient group in Radloff's study. Three 
Mean Score 
Percentage of 
scores at or 
above 16 
TABLE V 























of these individuals had scores in the 30's, not far below 
the mean of the severely depressed outpatient sample in 
Radloff's study. Of these three persons, one was a 
paraplegic and reported no support person whatsoever. This 
per son impressed the interviewer as being extremely 
isolated, bitter, and suspicious of people. The other two 
persons with high depression scores were quadriplegic and 
both were married. One of these persons required complete 
assistance with activities of daily living, was in constant 
pain, frequently cried during the interview, and asked the 
interviewer to get a gun and kill him several times during 
the interview. At one point he said he was interested only 
in getting rid of the pain. The other individual also 
required complete assistance with activities of daily 
living. He stated that he constantly had to come up with 
things to occupy his mind; otherwise he would dwell on his 
physical condition and want to kill himself. Suggestions 
for help were offered to these very depressed persons 
regarding resources they might wish to call for assistance. 
QUESTION 8: WHAT ARE THE CORRELATES OF SUBJECTIVE 
WELL-BEING IN THIS SAMPLE? 
This survey research study examined a wide variety of 
var iables in relati onship to subj ecti ve well-being. The 
relationship between the three outcome scales and the four 
individual items measuring outcome were also examined 
(Table VI). As seen in Table VI, the highest correlation 
TABLE VI 
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is between the Index of Psychological Well-Being and the 
Life Satisfaction Index-A (L = .73) followed by the 
correlation between the LSIA-A and the single item, 
"Overall~ how good would you say your life situation is on 
a 1-10 scale with 10 being the greatest?" (L = .72). This 
single item question is one frequently used in clinical and 
other situations where it may not be expedient to 
administer a longer scale. 
Many variables considered in this study showed a 
positive correlation with the measures of subjective 
well-being. Those independent variables with a Pearson 
correlation coefficient of L = .3 or higher are shown in 
descending order of significance in Table VII. The pattern 
of correlations is very similar on the three measures of 
subjective well-being and particularly on the IPWB and the 
LSIA-A. As predicted, the variables accounting for the 
greatest amount of variance in the outcome measures are 
social comparison, control, social support, and health. It 
was also predicted that reciprocity and income would be 
correlated highly with measures of subjective well-being. 
Reciproci ty was correlated with the LSIA-A (L = .34, J;! < 
.001) and with the IPWB (L = .20, J;! < .02) and CES-D (L = 
-.26, 1? < .004) at somewhat lower levels. The level of 
perceived reciprocity was expected to be positively related 
to subjective well-being in that the person who views him 
or herself as both giving and receiving in relationships is 
likely to make favorable social comparisons about his or 
TABLE VII 
MAJOR CORRELATES OF THREE MEASURES OF SUBJECTIVE 
WELL-BEING (IPWB, LSIA-A, CES-D) 
IPWB 
r 
Social comparison .61* 
Satisfaction with 
quality of social 
contact .49 
Perceived control .49 
Health .43 
Satisfaction with 
amount of social 
contact .43 
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Assistance with ADL -.35 
Reciprocity .34 
Employed .33 






her interpersonal assets and to perceive capability or 
control in this realm. These correlations with subjective 
well-being were in the expected direction, but reciprocity 
does not appear to differentiate highly between persons 
reporting different levels of well-being. 
Income had a surprisingly low relationship to the 
measures of subjective well-being (IPWB .1:. = .21, ~ < .02; 
LSIA-A.1:. = .18, ~ < .04; CES-D.1:. = -.08, ~ < .23). One-way 
analysis of variance revealed a significant between-groups 
difference on one outcome measure only, the IPWB (~ ratio = 
3.66, Qf = 2 and 88, ~ < .03). The low contribution of 
income to variability on measures of subjective well-being 
can perhaps be attributed to the fact that although income 
levels varied widely in this sample, most of the subjects 
had comfortable living arrangements with relatively low 
expenses. Even subjects who reported low incomes did not 
appear to live in discomfort. Another possibility is that 
some subjects may have under-reported income due to a fear 
that their economic benefits could somehow be affected. 
The correlations between the independent variables 
and the outcome measures for the most part, however, came 
.. 
out as expected. The order of importance of the 
independent variables differs somewhat on the three 
measures of subjective well-being, but as was proposed 
within the conceptual framework of the study, social 
comparison, perceived control, social support, and health 
are the variables most consistently correlated at the 
92 
highest levels wi th subj ective well-being. It was 
especially interesting that the variable of perceived 
control was correlated higher than any other independent 
variable with the outcome measure of depression. This 
finding is supportive of the theory of learned helplessness 
(Seligman, 1975) which predicts that depression is the 
result of perceived noncontingency (lack of control) 
between personal efforts and the attainment of desired 
outcomes. 
In addition to the variables already noted, the 
attribution of positive meaning to the disability ana the 
perception of "the relative badness" of the disability were 
correlatea with the IPWB and the LSIA-A with Pearson L. 
coefficients above .3 (see Table VII). Thus, persons who 
were able to attribute purpose or positive meaning to their 
aisability and who viewed their disability on the more 
positive ena of the "worst to best thing that could happen" 
continuum, tended to report higher levels of subjective 
well-being than other persons. 
The perception of self as a reI igious per son was 
correlatea positively Cr. = .31) with the IPWB. A higher 
level of education (L. = .36) and being employea (L. = .33) 
were correlated positively with the LSIA-A. The degree of 
assistance required with activities of daily living was 
negatively correlated with the LSIA-A (L. = -.35) indicating 
that persons requiring more assistance indicated less life 
satisfaction. 
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Other variables of interest in regard to their 
relationship with the measures of subjective well-being 
(but with correlation coefficients below .30) were age, age 
at injury, blaming self for the disability, and perception 
of the ability to have avoided disability (Table VIII). 
Thus, there was a slight tendency for persons who were 
younger, incurred their disability at a younger age, blamed 
themsel ves for their disability, and who fel t they could 
have avoided the disability to report higher subjective 
well-being. The findings regarding blame and the ability 
to have avoided the injury are interesting in view of the 
findings by Bulman and wortman (1977) that victims of 
severe accidents who coped the best blamed themselves but 
f el t the inj ury was unavoidable. As noted previously, 
blaming oneself and the perception of the ability to have 
avoided the disability are highly correlated (L = .72, ~ < 
.001) in this study. 
To supplement the correlational findings, one-way 
analysis of variance was completed for a number of 
variables. There were no significant between-groups 
differences (significance level of .05) on the three 
outcome measures on the variables of age, level of injury, 
perceived ability to have avoided the disability, and 
residence location. Likewise, two-tailed t-tests showed no 
significant differences on outcome measures based on gender 
or marital status. Inspection of the data indicated no 
pattern of differences in well-being based on 
TABLE VIII 
PEARSON CORRELATION COEFFICIENTS FOR AGE, 
AGE AT INJURY, BLAMING SELF, PERCEIVED 
AVOIDABILITY OF DISABILITY AND 
THREE MEASURES OF WELL-BEING 
Variable IPWB LSIA-A CES-D 
Age 










< .04 E 
-.18 
< .04 E 
.13 
< .10 E 
.17 




< .02 £ < .03 
-.25 .14 
< .006 E < .09 
.23 -.25 
< .01 E < .006 
.23 -.22 




Significant between-groups differences on outcome 
measures were found for perceived heal th status, level of 
social support, social comparison, perceived control, 
satisfaction with social contact, blaming self for the 
disability, and perception of the disability "from the 
worst to best thing that could happen." Two-tailed t-tests 
also yielded significant differences on outcome measures 
l'ased on attribution of positive meaning to the disability 
and employment status (see Table IX). 
In addition to statistical analysis, it was thought 
interesting and of value to examine the profiles of those 
with the lowest and highest levels of subjective well-being 
as measured in this study. The five highest and the five 
lowest "scoring" subjects are similar in that none is 
employed. Most subjects in both groups were married: one 
per son in the hi gh well-being group and two in the low 
group were divorced. High scorers tended to be younger, 
ranging in age from 45-55 compared to 54-67 in the low 
well-being group. Four of the five in the high well-being 
group had some college, while three of the low scorers 
completed high school and two less than high school as did 
the fifth high scorer. The income levels of the high group 
tended to be higher ($5001-7500 to 20,000 and over) than 
that of the low group ($2500 to 10,001-15,000) although 
income levels overlapped substantially in the two groups. 
Individuals with high levels of well-being perceived their 
TABLE IX 
SUMMARY RESULTS OF ONE-WAY ANALYSIS OF VARIANCE AND TWO-TAILED T-TESTS 
ON SELECTED OUTCOME MEASURES 
Variable IPWB LSIA-A 
df MS F P df MS F P df 
Health a 10.3 .001 11.5 .001 
Between groups 2 14.2 2 124.3 2 
Within groups 97 1.4 97 10.8 97 
Social SUEEorta 23.0 .001 22.3 .001 
Between groups 2 26.0 2 204.2 2 
Within groups 97 1.1 97 9.2 97 
Perceived Contro1a 7.9 .001 12.5 .001 
Between groups 2 11.4 2 132.9 2 
Within groups 97 1.4 97 10.6 97 
Satisfaction with 
Social Contacta 11.8 .001 12.0 .001 
Between groups 2 15.8 2 128.5 2 
Within groups 97 1.3 97 10.7 97 
Blame Selfa 4.8 .01 5.6 .005 
Between groups 2 7.2 2 66.9 2 
Within groups 97 1.5 97 11.9 97 
Disabilit~ perceEtiona 7.5 .001 6.9 .002 
Between groups 2 10.9 2 81.0 
Within groups 97 1.4 97 11. 7 
Social ComEarisona 26.4 .001 41.4 .001 
Between groups 2 28.6 2 298.4 2 
Within groups 97 1.1 97 7.2 97 
CES-D 























TABLE IX (Continued) 
Variable IPWB LSIA-A CES-D 
df T P df T P df T 
Positive Meaning 
of the Disabilityb 98 3.2 .002 98 3.8 .001 Not Significant 
Em.elo;iedb 98 2.6 .01 98 3.9 .001 Not Significant 
aSubjects were divided into three groups (low, medium, high) of approximately equal size. 





health status as being moderate to high compared to low to 
moderate wi thin the low group. The high group tended to 
have lower levels of injury (four paraplegic, one 
quadriplegic) than the low group (two paraplegic, three 
quadriplegic) • Those with high well-being perceived more 
social support; their scores on the social support scale 
ranged from 110-247 compared to a range of 0-50 among the 
low scorers. High scorers rated their life situation on a 
1-10 scale from 7-10, compared to a range of 1-5 among the 
low scorer s 
indicating 
of whom three persons gave a rating of "1" 
great dissatisfaction. Those with high 
well-being were more satisfied with their social contact 
with others, rating this as moderate to high compared to a 
low to moderate rating by low scorers. High scorers made 
more favorable social comparisons (score range 
l7-l9/possible score 25) than did low scorers (5-9). High 
scorers also perceived more control (20-24/possible score 
25) than did low scorers (5-20). Perceptions of the 
disabil i ty as ranging from the "wor st to the best" thing 
that could happen were interesting. Among the five highest 
scorers, ratings ranged from 1 to 5 with three persons 
giving a moderate rating of 3 (on a 1-5 scale). All five 
of the lowest scoring individuals gave ratings of "1" 
indicating they perceived their disability to be the worst 
thing that could happen to them in their lifetime. 
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QUESTION 9: TO WHAT EXTENT CAN SUBJECTIVE WELL-BEING BE 
PREDICTED BY MEASURES OF PERCEIVED SOCIAL SUPPORT, 
SOCIAL COMPARISON, CONTROL AND OTHER SOCIAL-
PSYCHOLOGICAL AND DEMOGRAPHIC VARIABLES? 
Multiple linear regression analysis was conducted for 
each of the three measures of subjective well-being with 
heal th status entered first and income level second in 
order to control for their contribution to the prediction 
of well-being. The remainder of the independent variables 
were entered on step number three. These variables are 
social comparison, control, social support, satisfaction 
with the amount and quality of social contact, perception 
of the disability, and attribution of positive meaning to 
the disability. As seen in Tabl es X, XI, and XII, the 
independent variables studied accounted for approximately 
56 percent of the variance in scores on the IPWB, almost 74 
percent of the variance in scores on the LSIA-A, and 56 
percent of the variance in scores on the CES-D. Looking at 
the Beta weights as indicators of the approximate change in 
the dependent variable due to change in the independent 
variable with other variables held constant, social 
comparison appears to account for the greatest amount of 
variance in the measures of subjective well-being. The 
apparent importance of the other independent variables 
varies among the three outcome measures of subjective 
well-being. 
Correlation coefficients between the variables en-
tered in these regression analyses are shown in Table XIII. 
TABLE X 
MULTIPLE LINEAR REGRESSION ANALYSIS OF 
PREDICTOR VARIABLES ON IPWB 
Independent Variables Multiple R R Square RSQ Change 
Health .420 .177 .177 
Income .458 .210 .033 
Social Comparison .646 .418 .208 
Perceived Control .677 .458 .040 
Perception of 
Disability .681 .463 .005 
Social Support .714 .510 .047 
Satisfaction with 
Social Contact .743 .552 .042 
positive Meaning 
of Disability .748 .560 .008 























MULTIPLE LINEAR REGRESSION ANALYSIS OF 
PREDICTOR VARIABLES ON LSIA-A 
Independent Variables Multiple R R Square RSQ Change 
Health .452 .204 .204 
Income .476 .226 .022 
Positive Meaning 
of Disability .530 .281 .054 
Social Comparison .806 .649 .368 
Perceived Control .823 .677 .028 
Social Support .847 .717 .040 
Satisfaction with 
Social Contact .855 .731 .014 
Perception of 
Disability .859 .738 .007 























MULTIPLE LINEAR REGRESSION ANALYSIS OF 
PREDICTOR VARIABLES ON CES-D 
Independent Variables Multiple R R Square RSQ Change 
Health .488 .239 .239 
Income .490 .240 .002 
positive Meaning 
of Disability .494 .244 .004 
Social Comparison .658 .433 .189 
Perceived Control .714 .510 .077 
Social Support .725 .525 .015 
Satisfaction with 
Social Contact .747 .558 .033 
Perception of 
Disability .751 .564 .006 










































INTERCORRELATIONS AMONG ALL VARIABLES IN THE MULTIPLE LINEAR REGRESSION ANALYSES 
Social 
Compar-
LSIA-A CES-D ison 
r r r 
- - -
.74 -.61 .62 
*** *** *** 
































































































































*p < .05 
**p < .01 


































Correlations between independent variables and outcome 
measures were previously discussed, but it is of interest 
here to note correlations between several independent 
variables. As seen in Table XIII, the independent 
variables are correlated positively except for a slight 
negative correlation beween health status and the social 
support score. There appears to be a slight tendency for 
social support to increase as health status decreases. The 
highest correlations between independent variables are 
between social comparison and control Cr. = .47), social 
comparison and health Ct. = .42), social comparison and 
income (L = .39), control and health (L = .39), control and 
satisfaction with social contact (L = .39), social 
comparison and perception of disability (L = .39), social 
comparison and positive meaning of the disability Cr. = 
.39), social comparison and satisfaction with social 
contact (L = .37), social support and social comparison (L 
= .32), health and satisfaction with social contact (L = 
.30), and social support and control (L = .30). Although 
these correlations do not necessarily represent causal 
relationships, they do support some possible causal 
interpretations. The correlations between social 
comparison and other independent variables such as health, 
income, and perception of the disability may indicate that 
these variables are frequently used as part of the 
comparison process. Correlations between social support 
measures and social comparison and control measures are 
HJ6 
supportive of the view that social support fosters 
favorable social comparisons and a perception of control. 
Correlations between soc~9l comparison and control may 
indicate that a perception of control fosters favorable 
social comparisons and/or that favorable social comparisons 
foster perception of control. A model incorporating these 




OVERVIEW OF THE STUDY 
Advances in health care science are enabling greater 
numbers of spinal cord injured persons to live increasingly 
into old age. Persons sustaining severe spinal cord 
injuries face numerous adaptation problems. As those 
per sons grow older, there may be additional problems in 
coping due to stressor s associated wi th old age, such as 
decreasing health and income and loss of friends and family 
members. A considerable amount of research in social 
gerontology has been aimed at finding ways for maximizing 
optimal levels of wellness in older persons. The purpose 
of thi s study was to determine those factor s that 
contribute to the psychological well-being and life 
satisfaction of middle-aged and elderly community-residing 
spinal cord injured persons. 
One hundred spinal cord injured persons ranging in 
age from 40 to 73 were interviewed through use of the 
Elderly Spinal Cord Injury Questionnaire designed for this 
study and three established measures of subj ecti ve 
well-being~ the Index of Psychological Well-Being (Berkman 
1971), the Life Satisfaction Index-A (Adams 1969), and the 
HJ8 
Center for Epidemiologic Studies Depression Scale (Radloff 
1977). An extensive data base was collected in order to 
answer a wide range of questions regarding the 
characteristics of respondents. The major questions 
addressed in this study were: 
1) What are the demographic characteristics of the 
sample? 
2) What is the extent and nature of subjects' 
participation in recreational, group and 
community activities and services? 
3) What are the health status characteristics of 
respondents? 
4) What is the degree and nature of social support 
perceived by respondents? 
5) What is the nature of the social comparisons made 
by respondents? 
6) What is the degree and nature 




7) What is the degree and nature of respondents' 
subjective well-being? 
8) What are the correlates of subjective well-being 
in thi s sample? 
9) To what extent can subjective well-being be 
predicted by measures of perceived social 
support, social comparison, control and other 
social-psychological and demographic variables? 
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Qualitative and quantitative analysis of the data 
collected in this study was completed. In addition to the 
computation of frequencies and measures of control tendency 
and variation, the data were analyzed primarily by Pearson 
correlation and multiple linear regression techniques. 
Other statistical techniques employed were two-tailed 
t-tests, one-way analysi s of variance, and computation of 
Cronbach's alpha and Kendall's tau c. 
MAJOR FINDINGS 
In general, the spinal cord inj ured per sons in thi s 
study reported a degree of well-being that was slightly 
lower than that reported in studies of nondisabled 
populations on the same outcome measures of psychological 
well-being, life satisfaction and depression. One might 
have expected the spinal cord injured sample to exhibit a 
much lower level of well-being than the general population 
but this was not the case. The majority of subjects in 
this study appeared able to form a perception of life and 
self that was relatively positive despite the existence of 
a severe physical disability. 
The independent variables explaining the greatest 
overall variance in the measures of subjective well-being 
were social comparison, perceived control, two measures of 
social support (a raw score indicating both quality and 
quanti ty of support and a Likert-type measure of 
satisfaction with the quality and quantity of social 
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contact), and per cei ved heal th status. Thus, per sons who 
reported high levels of well-being compared themselves 
favorably with others, had a high perception of control 
over various life situations, reported a high degree of 
social support, were very satisfied with the quantity and 
quality of support they received, and perceived their 
health status as good. These "good copers" also perceived 
their disability in a more positive manner than did 
subjects indicating lower levels of well-being: they saw 
positive meaning in their disability and did not view their 
disability as the worst thing that could happen to them. 
In addition, persons reporting high well-being tended 
to have higher incomes, more education, to be employed, and 
to be more religious than those indicating lower levels of 
well-being. The severity of the spinal cord injury was not 
correlated highly with subjective well-being, although 
there was a tendency for persons with greater disabilities 
to report lower levels of well-being. Although 
correlations were not high, persons who were younger and 
who incurred their disability at a younger age also tended 
to report higher levels of well-being. 
In general, subj ects in this study had small, but 
stable, interpersonal support systems which were very 
important and satisfying to them. Many subjects, however, 
appeared vulnerable to the potential loss of support 
persons: forty-one percent of the respondents named only 
one support person, who was usually a spouse. It was 
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interesting that relatively few of the respondents 
identified other disabled individuals as support persons. 
It was expected that severely disabled persons might have a 
desire or need for support from others with similar 
disabilities. Perhaps it is important to have contact with 
similarly disabled persons at a point soon after injury in 
order to redefine one's personal and social identity, but 
less important for such contact on an ongoing basis. 
One finding in this study that was contradictory to a 
finding in the literature regarded the issue of the 
perceived avoidability of the injury and the attribution of 
blame for the injury. Bulman and Wortman (1977) concluded 
from their data that victims of severe accidents who coped 
the best blamed themselves and felt the injury was 
unavoidable. This finding by Bulman and Wortman (1977) was 
surprising in view of the positive correlation beween 
self-blame and perceived avoidability in their study. As 
in the Bulman and Wortman (1977) study, self blame was 
positively correlated with perceived avoidability and with 
good coping in this study of spinal cord injured persons. 
However, unlike the Bulman and Wortman (1977) study, the 
data reported here indicate a positive correlation between 
perceived avoidability and good coping. This positive 
correlation between perceived avoidability and well-being 
is supportive of the perspective that the ability to view a 
negative outcome as the result of avoidable or preventable 
factors reflects a perception of control. 
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It is difficult to compare the findings in these two 
studies since different measures of well-being and 
different populations were used. The 29 subjects in the 
Bulman and Wortman (1977) study were younger and still 
hospitalized within a year post-injury; whereas, subjects 
in this study lived in the community and were as many as 42 
year s post-injury. However, one possibil i ty is that the 
perception that "one could not have avoided the injury" may 
serve ~s a good defense to recently injured persons; such 
persons may have difficulty accepting the fact that they 
could have avoided this severe, permanent injury. As time 
goes by, however, perhaps this defense is not needed and it 
may be a sign of ego strength to be able to acknowledge 
one's role in causing an avoidable injury. 
PREDICTORS OF WELL-BEING: A CAUSAL MODEL 
While the non-experimental design of this study does 
not purport to confirm causal relationships among 
variables, the extensive analysis of relationships among 
variables does suggest a causal model of well-being which 
could be further tested (see Figure 1). As suppor ted by 
the conceptual framework and data analysis in this study, 
the major predictor variables comprising this model are 
social support, 
Heal th status, 
environment in 
social comparison, and perceived control. 
socioeconomic status, and the culture and 













More specifically, this model suggests that 




environmental demands and thereby the perception of control 
and (2) the making of favorable intra- and interpersonal 
social comparisons. In addition to social support, this 
model views the perception of control and social 
compari sons as bei ng infl uenced by factor s such as heal th 
status, socioeconomic status, and the culture and 
environment in which one lives. These influencing factors 
may also have an impact on the type and extent of social 
support provided. 
The extent to which an individual perceives control 
over his or her internal and external environment and the 
favorable or unfavorable nature of social comparisons made 
are viewed in this model as determining the extent of the 
individual's subj ecti ve well-being. Thi s model al so 
acknowledges some direct influence on subjective well-being 
by factor s such as health, socioeconomic status, culture 
and environment. Social support may also have some direct 
influence on subjective well-being not necessarily 
channeled through the perspectives of control and social 
comparison. 
IMPLICATIONS OF THE MODEL FOR RESEARCH AND PRACTICE 
This model has implications for both research and 
practice. The conceptualization of social support as being 
instrumental, affective, and cognitive in nature was useful 
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in this study and future reseachers may wish to use and 
build upon the social support scale utilized in this study. 
Likewise, the scales measuring perceived control and social 
comparison provide a good basis for further application in 
research. Studies testing the usefulness of the proposed 
model with various populations would be desirable. In 
addition to survey studies such as this one, studies of a 
longitudinal nature could also lend credence to the 
interpretations i~ this study. A longitudinal study could 
show possible changes in subjective well-being as the 
quantity and quality of social support fluctuated over 
time. An exper imental design in which independent 
variables were manipulated would be difficult to conduct 
due to the impractical and unethical nature of manipulating 
variables such as social support. Thus, the causal nature 
of the relationships among the variables under study may 
have to be largely inferred from extensive descriptive and 
correlational data. 
This model also has valuable implications for 
clinical application. The model as pr~posed provides 
direction for the assessment of existing or potential risk 
factors for individuals or population aggregates. For 
example, the professional or family helper would be 
directed by this model to assess levels of social support, 
perceived control, and the nature of social comparison 
processes. The model also provides direction for clinical 
intervention; for example, the model would direct the 
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helping person to focus on promoting a perception of 
control and the making of favorable social comparisons by 
the spinal cord injured person. 
Examples of the types of interventions suggested by 
this study include the following: 
1) Assist spinal cord injured persons to build and 
maintain stable, intimate sources of social 
support by a) enhancing awareness in the injured 
person of the imp0rtance of social support and b) 
encouraging the development of contingency plans 
for the maintenance of future support. 
2) Promote the active participation of family 
members (or equivalent others) in the ongoing 
rehabilitation process in order to enhance the 
helper I s ability to a) reinforce an acceptable 
self-image in the injured person, b) foster 
independence and feelings of competency in the 
injured person, and c) develop reciprocal 
relationships with the injured person. 
3) Foster the active participation of spinal cord 
injured persons in all aspects of the ongoing 
rehabilitation process in order to enhance 
feelings of competency and mastery over the 
environment~ this may be accomplished by 
encouraging the spinal cord injured person to 
engage in problem-solving, decision-making, and 
in reasonably challenging activities. 
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4) Assist spinal cord injured persons to re-organize 
their value systems in ways that emphasize 
remaining assets in order to facilitate favorable 
social comparisons; this can be accomplished 
through verbal and nonverbal interactions with 
professional workers, family members, and other 
injured persons who project a favorable view of 
"life post-injury." 
5) Assist spinal cord injured persons to focus on 
ways that they can make use of remaining 
physical, intellectual, and social assets, rather 
than concentrating on lost abilities. 
6) Develop programs to facil i tate the ongoing 
participation of spinal cord injured persons in 
vocational and avocational pursuits, thus 
enhancing the injured person's sense of 
competency and sense of contribution to society. 
7) Develop educational programs for professional 
workers and family members (or equivalent others) 
of spinal cord injured persons which will foster 
understanding of the importance and functions of 
social support in promoting the psychological 
well-being and life satisfaction of older cord 
injured persons. 
SUMMARY 
As the absolute number and proportion of elderly 
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persons increase in the next few decades, the number of 
elderly spinal cord injured persons will increase as well. 
As is the case wi th other frail elderly per sons, it is 
likely that the survival of this group in community 
settings is largely dependent on the availability of social 
support. In order to facilitate "residing in the 
communi ty" as a viable option for this group, this study 
has attempted to identify those factor s associated with 
subjective well-being and effective coping. A model was 
proposed to explain the processes through which social 
support and other variables facilitate subjective 
well-being and effective coping. This model, and the 
theories inherent in it, will hopefully provide an 
essential context within which research can be conducted 
and social programs and individual interventions 






J. Modern concepts of management of the 
with spinal cord lnJury. Archives of 
Medicine and Rehabilitation, 1967, !a, 113-
Abramson, L. Y., Seligman, E. P., & Teasdale, J. D. 
Learned helplessness in humans: Critique and reform-
ulation. Journal of Abnormal Psychology, 1978, aI, 
49-74. 
Adams; D. Analysis of a life satisfaction index. Journal 
of Gerontology, 1969, 2!(4), 470-474. 
Adams, D. Correlates of satisfaction among the elderly. 
The Gerontologist, Winter 1971, pp. 64-68 (Pt. 2). 
Aguilera, D., & Messick, J. Crisis intervention--Theory 
and methodology. St. Louis: C. V. Mosby Co., 1974. 
Albert S. Temporal comparison theory. Psychological 
Review, 1977, ai, 485-503. 
Anderson, N. Scales 
nonparametric. 
305-316. 
and statistics: Parametric 
Psychological Bulletin, 1961, 
and 
5..B., 
Bachman, L. Spinal cord injury committee. Pennsylvania 
Medicine, 1978, ~, 31-54. 
Beck, A., Ward, C., Mendelson, M., Mock, J., & Erbaugh, J. 
An inventory for measuring depression. Archives of 
General Psychiatry, 1961, ~, 561-571. 
Berkman, L., & Syme, S. Social networks, host resistance, 
and mortality: A nine year followup study of Alameda 
County residents. American Journal of Epidemiology, 
1979, ~(2), 186-204. 
Berkman, P. Measurement of mental health in a general 
population survey. American Journal of Epidemiology, 
1971, i!(2), 105-111. 
B1au, P. M. Exchange and Power in Social Life. New York: 




& Caplovitz, D. Reports on hal?pin~. 
Aldine Publishing Co., 1965. 
Brandt, P., & Weinert, C. The PRQ--A social support 
measure. Nursing Research, 1981,10(5),277-280. 
Bull, C., & AuCoin, J. Voluntary association participation 
and life satisfaction: A replication note. Journal 
of Gerontology, 1975,10(1),73-76. 
Bulman, R., & Wortman, C. Attributions of blame and coping 
in the "real world": Severe accident victims react 
to their lot. Journal of Personality and Social 
Psychology, 1977, ~(5), 351-363. 
Burgess, A. W., & Holmstrom, L. L. Recovery from rape and 
prior life stress. Research in Nursing and Health, 
1978, 1, 165-174. 
Caplan, G. Support systems and community mental health. 
New York: Behavioral Publications, 1974. 
Caplan, R. D. Social support, person-environment fit, and 
copi ng. In L. Furman & J. Gor di s (Eds. ), Mental 
health and the economy. Kalamazoo, Michigan: W. E. 
Opjohn Institute for Employment Research, 1979. 
Carey, R. Emotional adj ustment in terminal patients: A 
quantitative approach. Journal of Counseling 
Psychology, 1974, 21, 433-439. 
Cassel, J. SociCil science in epidemiology: Psychosocial 
processes and "stress" theoretical formulation. In 
E. L. Struening & M. Guentag (Eds.), Handbook of 
Eyaluative Research (Vol. 1). Beverly Hills, Ca.: 
Sage Publications, 1975. 
Clayton, P. J., Halikas, J. A., & Maurice, W. L. The 
depression of widowhood. British Journal of 
Psychiatry, 1972, l2Q, 71-78. 
Coates, D., Wortman, C., and Abbey, A. Reactions to 
victims. In I. Frieze, D. Baratal, & J. Carroll 
(Eds.), New approaches to social problems. San 
Francisco: Jossey-Boss, 1979. 
Cobb, S. Social support as a moderator of life stress. 
Psychosomatic Medicine, 1976, la, 300-314. 
Cobb, S., & Kasl, S. Termination: The consequences of job 
~. (Publication i LR 77-224). Washington, D. C. : 
DHEW (NIOSH), 1977. 
121 
Coelho, G., Hamburg, D., & Adams, J. (Eds.). Coping and 
adaptation. New York: Basic Books, Inc., 1974. 
Cohen, S., & McKay, G. Social support, stress ang the 
buffer hypothesis; Theoretical and emp'irical issues. 
Unpublished paper, 1980. 
Cooley, C. H. Human Nature and the Social Order. Glencoe, 
Ill.: Free Press, 1956. 
Coyne, J. Depression and the response of others. Journal 
of Abnormal Psychology, 1976, ~(2), 186-193. 
Cronenwett, L., & Kunst-Wilson, W. stress, social support, 
and the transition to fatherhood. Nursing Research, 
1981,10(4),196-201. 
Cumming, E., & Henry, W. Growing old. New York: Basic 
Books, 1961. 
DeLoach, C., & Greer, B. Adjustment to severe physical 
disability, a metamorphosiS. New York: McGraw-Hill, 
1981. 
DeVivo, M., Fine, P., & stover, S. The prevalence of SCI: 
A re-estimation based on life tables. Model Systems' 
SCI Digest, Winter 1979, ~, 3-11. 
Dowd, J. Aging as exchange: A preface to theory. Journal 
of Gerontology, 1975, 10, 584-594. 
Edwards, J., & Klemmack, D. Correlates of life satis-
faction: A reexamination. Journal of Gerontology, 
1973, 2a, 497-502. 
Emer son, R. Power-dependence relations. 
logical"Review, 1962,21,31-41. 
American Socio-
Emerson, R. Exchange theory, parts 1 and 2. In J. Berger 
& M. Zelditch (Eds.), Sociological theories in 
progress (Vol. 2). Boston: Houghton-Mifflin, 1972. 
Festinger, L. A theory of social compar ison processes. 
Human Relations, 1954, 1, 117-140. 
Festinger, L. Informal social communication. 
Psychological Review, 1950, 21, 271-282. 
Fine, P. Spinal cord injury: An epidemiologic perspec-
tive. Paraplegia, 1979-80, ~, 237-250. 
Frielich, M. Vocational and avocational adjustment: A 
122 
followup study of discharged paraplegic and 
quadriplegic veterans (Doctoral dissertation, Rutgers 
University, 1977) • Dissertation Abstracts Inter-
national, 1977, ll(12), 7682-A. (University Micro-
films No. DBJ77-13461) 
Froland, C. Improving the social adjustment of mental 
health clients; The case for social support 
networks. Unpublished doctoral dissertation, Univer-
sity of California, Berkeley, 1978a. 
Froland, C. Social support and social adjustment: 
Implications for mental health professionals. 
Networks for Helping. Proceedings of the Conference 
on Networks, Portland State University, Portland, 
Oregon, N~vember 1-2, 1978b, 31-56. 
Geis, H. The problems of personal worth in the physically 
disabled patient. Rehabilitation Literature, 1972, 
ll( 2), 34-39. 
George, L. The impact of personality and 
factor s upon acti vi ty level and 





Gore, S. The influence of social support and related yari-
abIes in ameliorating the consequences of job loss 
(Doctoral dissertation, University of Pennsylvania, 
1973) • Dissertation Abstracts International, 1973, 
.li(8), 5330-A. (University Microfilms No. 74-02416) 
Graney, M. Happiness and social participation in aging. 
Journal of Gerontology, 1975, 10, 701-706. 
Gunby, P. New focus on spinal cord injury. Journal of the 
American Medical Association, 1981, ~(12), 1201-
1206. 
Gunther, M. S. Emotional 
Spinal cord ~nJuries. 
C. Thomas, 1969. 
aspects. In D. Rage (Ed.), 
Springfield, Mass.: Charles 
Guttman, L. Spinal cord injuries--comprehensiye management 
and research. Oxford, England: Blackwell Scientific 
Publications, 1976. 
Harris, L. & Associates. The myth and reality of aging in 
America. Washington, D.C.: The National Council on 
Aging, 1975. 
Harris, P., Patel, S., Greer, W., & Naughton, J. 
123 
Psychological and social reactions to acute spinal 
paralysis. International Journal of Paraplegia, 
1973, 11, 132-136. 
Heller, K. The effects of social support: Prevention and 
treatment implications. In A. P. Goldstein & F. H. 
Kanfer (Eds.), Maximizing treatment gains: Transfer 
enhancement in psychotherapy. New York: Academic 
Press, 1979. 
Hirsch, B. J. Natural support systems and coping with 
major life changes. American Journal of Community 
Psychology, 1980, a(2), 153-166. 
Homans, G. social behavior: Its elementary forms. New 
York: Harcourt, Brace & World, 1961. 
Hull, C., & Nie, N. SPSS update. New York: McGraw-Hill, 
1979. 




Wellisch, D. K., & pasnau, R. o. 
aspects of mastectomy: The woman's 
American Journal of Psychiatry, 1978, 
Kemp, B., & Vash, C. Productivity after injury in a sample 
of spinal cord injured persons: a pilot study. 
Journal of Chronic Disease, 1971, li, 259-275. 
Kerlinger, F. Foundation of behavioral research (2nd ed.). 
New York: Holt, Rinehart, & Winston, 1973. 
Kerr, W., & Thompson, M. Acceptance of disability at 
sudden onset in paraplegia. Paraplegia, 1972, l..Q, 
94-102. 
Kimball, C. P. Psychological responses to the experience 
of open-heart surgery. American Journal of 
Psychiatry, 1969, ~, 96-107. 
Langer, E., & Rodin, J. The effects of chronic and 
enhanced personal responsibility for the aged: A 
fixed experiment l.n an institutional setting. 
Journal of Personality and Social Psychology, 1976, 
.li, 191-198. 
Langner, T. A twenty-two item screening scale of 
psychiatric symptoms indicating impairment. Journal 
of Health and Human Behavior, 1962, 1, 269-276. 
Langner, T., & Michael, S. Life stress and mental health. 
Glencoe, Ill.: Free Press, 1963. 
124 
Larson, R. Thirty years of research on the subjective 
Journal of well-being of older Americans. 
Gerontology, 1978, ~(l), 109-125. 
Lawton, M. The dimensions of morale. In D. Rent, R. 
Rastenbaum, & S. Sherwood (Eds.), Research. planning. 
and action for the elderly. New York: Behavioral 
Publications, 1972. 
Lawton, M., & Cohen, J. The generality of housing impact 
on the well-being of older people. Journal of 
Gerontology, 1974, ~(2), 194-204. 
Lazarus, R. Cognitive and coping processes in emotion. In 
A. Monat & R. Lazarus (Eds.), Stress and coping. New 
York: Columbia University Press, 1977. 
Lemon, B., Bengtson, V., & Peterson, J. An exploration of 
the activity theory of aging: Activity types and 
life satisfaction among in-movers to a retirement 
community. Journal of Gerontology, 1972, 22, 511-
523. 
Lewinsohn, P. Clinical and theoretical aspects of 
depression. In R. Calhoun, H. Adams, & R. Mitchell 
(Eds.), Innovative treatment methods in psychopathol-
~. New York: wiley, 1974. 
Litman, T. An analysis of the sociological factors 
affecting the rehabilitation of physically handi-
capped patients. Archives of Physical Medicine and 
Rehabilitation, 1964, ~, 9-16. 
Litwak, E. Research patterns in the health of the elderly: 
The community mental health center. In E. F. 
Borgatta & N. G. McCluskey (Eds.), Aging and Society. 
Beverly Hills, Ca.: Sage Publications, 1979. 
Lohmann, N. Correlation of life satisfaction, morale and 
adjustment measures. Journal of Gerontology, 1977, 
.3.2.(1), 73-75. 
Lohmann, N. Life satisfaction research in aging: Im-
plications for policy development. In N. Datan & N. 
Lohmann (Eds.) , Transitions of aging. New York: 
Academic Press, 1980. 
Lubin, B. Manual for the depression objective checklists. 
San Diego: Educational and Industrial Testing 
Service, 1967. 
MacElveen-Hoehn, P., & Smith-DiJulio, K. Social networ k 
125 
behavior in long term illness: Preliminary analysis. 
Networks for helping. Proceedings of the Conference 
on Networks, Portland state oniversity, Portland, 
Oregon, Nov. 1-2, 1978, 67-91. 
Maddison, D., & Walker, W. L. Factors affecting the 
outcome of conjugal bereavement. British Journal of 
Psychiatry, 1967, 111, 1057-1067. 
Mann, W., Godfrey, M., & Dowd, E. The use of group 
counseling procedures in the rehabilitation of spinal 
cord injured patients. The American Journal of 
Occupational Therapy, 1973,22(2),73-77. 
McKay, J. The effect of rehabilitation counselor 
disability status on similarly disabled clients' 
perceptions of counselor social influence and empathy 
(Doctoral dissertaion, Florida state University, 
1980). Dissertation Abstracts International, 1980, 
J.Q(9), 4898A. (University Microfilms No. DEM80-
07488 ) 
Mead, G. H. Mind. Self. and Society. Chicago: University 
of Chicago Press, 1934. 
Milhouse, R. Emotional adjustments to spinal cord injury. 
National Resource Directory. Newton Upper Falls, 
Mass.: National Spinal Cord Injury Foundation, 1979. 
Murawski, B., Penman, D., & Schmitt, M. Social support in 
health and illness: The concept and its measurement. 
Cancer Nursing, October 1978, pp. 365-371. 
National Spinal Cord Inju~y Model systems· Conference: 
Proceedings. Phoenix, Az.: National Spinal Cord 
Injury Data Research Center, 1978. 
Neugarten, B., Havighurst, R., & Tobin, S. The measurement 
of life satisfaction. Journal of Gerontology, 1961, 
.1.6.., 134-143. 
Nie, N., Hull, C., Jenkins, J., Steinbrenner, K., & Bent, 
D. Statistical package for the social sci~ (2nd 
ed.). New York: McGraw-Hill, 1975. 
Norbeck, J., Lindsey, A., & Carrieri, V. The development 
of an instrument to measure social support. Nursing 
Research, 1981,10(5),264-269. 
Palmore, E., & Kivett, V. Change in life satisfaction: A 
longitudinal study of persons aged 46-70. Journal of 
Gerontology, 1977,32(3),311-316. 
126 
Palmore, E., & Luikart, C., Jr. Health and social factors 
related to life satisfaction. Health and Social 
Behavior, 1972, ll, 68-80. 
Peterson, D., King, P., & Davis, K. Age and lifestyle 
adjustment as a result of amputation. Presented at 
the annual meeting of the Gerontological Society, 
Dallas, Texas, Nov. 16-20, 1978. 
Petrus, J., & Balaban, A. 
the paraplegic. 
1953, ~, 693-695. 
Special psychiatric problems of 
American Journal of Psychiatry, 
Pihlblad, C., & Adams, D. Widowhood, social participation, 
and life satisfaction. Aging and Human Development, 
1972, ~, 323-330. 
Pinneau, S. Effects of social support on psychological and 
physiological strains (Doctoral dissertation, Univer-
si ty of Michigan, 1976). Dissertation Abstracts 
InternatiM.al., 1976, li(lO), 5359B. (University 
Microfilms No. DAH76-0949l) 
Protection of Elderly Research Subjects, 
1977. 
U.S.D.H.E.W., 
Radloff, L. The CES-D scale: A self-report depression 
scale for research in the general population. 
Applied Psychological Measurement, 1977, 1, 385-401. 
Reid, D., & Zeigler, M. Validity and stability of a new 
desired control measure pertaining to psychological 
adjustment of the elderly. Journal of Gerontology, 
1980, ~(3), 395-402. 
Rodin, J., & Langer, E. Long-term effects of a control-
relevant interventi on with the insti tuti onalized 
aged. Journal of Personality anQ Social Psychology, 
1977, ~, 897-902. 
Roessler, R., & Bolton, B. 
ability. Baltimore: 
Psychosocial adjustment to dis-
University Park Press, 1978. 
Rogers, J., & Figone, J. Psychosocial parameters in 
treating the person with quadriplegia. The American 
Journal of Occupational Therapy, 1979, 11(7), 432-
439. 
Rohrer, K., Adelman, B., Puckett, J., Toomey, B., Talbert, 
D., & Johnson, E. Rehabilitation in spinal cord 
injury: Use of a patient-family group. Archives of 
Physical Medicine anQ Rehabilitation, 1980, ~, 225-
229. 
127 
Schulz, R. Aging, heal th and theoretical social geron-
tology: Where are we and where should we go? In M. 
R. Eiser (Ed.), Social psychology and behavioral 
medicine. New York: John Wiley, 1982a. 
Schulz, R. Emotionality and aging. In K. B1ankstein & J. 
Po1ivy (Eds.), Advances in the study of communication 
and affect (Vol. 7). New York: Plenum Press, 1982b. 
Schulz, R. Psychology of death. dying. and bereavement. 
Reading, Mass.: Addison-Wesley, 1978. 




of control and predictability on 
and physical well-being of the 
aged. Journal of Personality and 
1976, ~, 563-573. 
Schulz, R., & Hanusa, B. Environmental influences on tbe 
effectiveness of control and competence enhancing 
interventions. In L. C. Perlmutter & R. A. Monty 
(Eds.), Choice and perceived control. New York: 
Lawrence Erlbaum Associates, 1979. 
Schulz, R., & Hanusa, B. Experimental social psychology: 
A social psychological perspective. Journal Qf 
Social Issues, 1980, ~, 30-47. 
Schulz, R., & Hanusa, B. Long-term effects of pre-
dictability and control enhancing interventions: 
Findings and ethical issues. Journal of Personality 
and Social Psychology, 1978, ~, 1194-1201. 
Seligman, M. 
death. 
Helplessness; On depression. development and 
San Francisco: W. H. Freeman, 1975. 
Seymour, G. Activity level, the sense of personal autonomy 
and life satisfaction in old age (Doctoral 
dissertation, Boston University Graduate School, 
1972) • Dissertation Abstracts International, 1972, 
~(5) , 233lB-2332B. (University Microfilms No. 
72-25326 ) 
Sil ver, R., & Wor tman, C. Coping wi th undesirable life 
events. In J. Garber & M. E. P. Seligman (Eds. ) , 
Human helplessness. New Yor k: Academic Press, 
1980a. 
Silver, R., & Wortman, C. Expectations of control and 
coping with permanent paralysis. Paper presented at 
symposium on "Issues of Control in Health," APA 




& Snyder, E. Correlates 






Thompson, G. Work versus leisure roles: An investigation 
of morale among employed and retired men. Journal of 
Gerontology" 1973, lS.(3) , 339-344. 
Thorn, I., Von Salzer, C., & Fromme, A. 
aspects of the paraplegic patient. 
of North America, 1946, 10, 473. 
Psychological 
Medical Clinics 
Trieschmann, R. B. Spinal cord injuries: Psychological. 
social and vocational adjustment. New York: Perga-
mon Press, 1980. 
Tucker, S. The psychology of spinal cord injury: Pa-
tient-staff interaction. Rehabilitation Literature, 
1980, !l(5-6), 114-121; 160. 
Vachon, M. L. S., Lyall, W. A., Rogers, J., Formo, A., 
Freedman, K., Cochrane, J., & Freeman, S. The use of 
group meetings with cancer patients and their 
families. In J. Tache', H. Selye, & S. B. Day 
(Eds.), Cancer. stress and death. New York: Plenum, 
1979. 
Vargo, J. Some psychological effects of physical 
disability. American Journal of Occupational Thera-
~, 1978, 11, 31-34. 
Veroff, J., Douvan, E., & Kulka, R. The inner American: A 
self-portrait from 1957 to l~. New York: Basic 
Books, 1981. 
Walker, K. N., MacBride-, A., & Vachon, M. L. S. Social 
support networks and the cr1S1S of bereavement. 
Social Science and Medicine, 1977, Il, 35-41. 
Watson, N. Pattern of spinal cord injury in the elderly. 
Paraplegia, 1976, li, 36-40. 
Weisman, A. D. Early diagnosis of vulnerability in cancer 
patients. American Journal of the Medical Sciences, 
1976, l2l, 187-196. 
Weisman, A. D., & Worden, J. W. Psychological analYSis of 
cancer deaths. Omega, 1975, ~, 61-75. 
Weller, D., & Miller, P. Emotional reactions of patient, 
family and staff in acute-care period of spinal cord 
inj ury. Social Work in Health Care, Summer 1977, 
367-379 (Pt. 1). 
Wood, V., Wylie, M., & Sheafer, B. 
self-report measure of life 
tion with rater judgments. 
1969, Zi, 465-469. 
129 
An analysis of a short 
satisfaction: Correla-
Journal of Gerontology, 
Wortman, C. B., & Dunkel-Schetter, C. Interpersonal rela-
tionships and cancer: A theoretical analysis. 
Journal of Social Issues, 1979, ~, 120-155. 
Wright, B. A. Physical disability: A psychological ap-
proach. New York: Harper and Row, 1960. 
Zemore, R., & Eames, N. Psychic and somatic symptoms of 
depression among young adults, institutionalized 
aged, and noninsti tutionalized aged. Journal of 
Gerontology, 1979, ~, 716-722. 
Zung, W. A self-rating depression scale. Archives of 
General Psychiatry, 1965, 12, 63-70. 
APPENDIX A 
ELDERLY SPINAL CORD INJURY QUESTIONNAIRE 
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Interviewer __________ _ Respondent Code _____ _ 
Date _____ _ 
Elderly Spinal Cord Injury Questionnaire 
First, let me thank you for agreeing to talk to us. We are very interested in learning 
more about persons with spinal cord injuries as they grow older. I have a number of questions 
to ask you, so please let me know If you need to stop or rest. 
A. Demooraphics 
1. Age __ 
2. __ Male 
__Female 
3. Race (ask only if not obvious) 
__ Hispanic origin 
__ Black 
__ Native American 
__ ASian American 
__ White 
__ Other 






__ Never Married 
__ Living as Married 
__ '!arried 
If widowed. divorced or se,arated; how long? 
__ less than one year __ 4-7 years 
__ 1-3 years __ Over 7 years 
Chil1ren ~ Gender 
__ ~o. Children 
Chil d '1 M F 
Child .2 M F 
Child M3 M F 
Child ,4 M F 
Child ~S M F 
5. What is the highest level of education completed? 
__ less than higi' ~chool 
__ High SChool 
__ Vocational training 
__ ASSOCiate de~ree 
__ Baccalaureate degree 
__ Graduate degree 
__ Other 
7A. Would you describe yourself as a religious person? 
1 . 
:;ot at all 
ReI igious 
3 4 5 
Very 
Religious 
7B. What 'is your religious affiliation, if any? 
__ Protestant 
__ Catholic 
SA. Are you employed? 
__ Jewish 
__ Other __ None 
__ No (If no, skip to question 9) 
__ Yes 
__ Part-time __ Full-time 
8B. If employed, what is your occupation? 













__ 515 ,OUl-20, 000 
__ 520,001 and over 
__ Refused to answer 
92. What are the sources of your income? (e9. job, social security, pensions, disability) 
List in order of largest to smallest source of incoMe: 
9C. How satisfied are you with your income? 





2. Recreational !Group Acti viti es/Commun i ty Servi ces 
10~. Io/"at rpcreational activities an11,or hobbies do you 
132 
participate in? List : _______________________________________ _ 
lOB. Are these activities? 
__ Individual 
__ Group 
__ Combination of above 
llA. Are you a member of any group that meets together regul arl y? __ No 
118. If~, describe group(s) Heets less Once or 
tfiiilonce twice a 





12. What cOlllTlunity services or agenCies do you tend to use on an ongoing basis? 
(If no answer, probe: The Lift, Heals on Wheels. Senior Center) 
Once or 
__ Yes 
Once a Several 
week a week 
Use less than twice u Once a Several 
times 






C. Residential Characteristics 
13A. Residential status (Interviewer observation) 
__ Urban 
__ Suburban 





__ 'l:>bile home 
__ Hotel/SRO 
__ Own residence 
__ Rent residence 
__ Rural 
130. Condition of ~esidence IlntervierJer judgement) 
(Intervie~ler: Explain that you're asking item l~ because we-!·re interested in how 
much 1t costs for elderly cord injured persons to live) 
l~A. tbnthly rent/mortqage paynent? 
lfB. "bnthly expenses for utilities, heatinn, ~hone, etc. 
lac. Do you pay housing costs yourself? __ Yes 
__ ~o 
__ Share costs 






eveQc da v 
lSA. Not couroting yourself, how many persons live in this house/apartment/room, etc., with you? 
15B How are they rel atea to you? 




O. Heal!~ Status 
__ Sibling(s) 
__ Other relative 
__ Friend 
__ Paid caregiver 
15A. All things considered, how would you rate your health status right now? 
2 4 
Poor Excel 1 ent 
168. Compared to a year ago, is your health: la) Better __ (b) Ilorse __ IC) Same __ 
17A. What is the nature of your spinal cord injury? 
Level of lesion ____________ __ Complete __ Incompl ete __ 
17B. HOw old were you when the spinal cord injury cccurred? ________ _ 
17C. What was the cause of the injury? 
~: 
170. 
__ Servi ce-connected __ Non-service connected 
18. Do you have any other chronic health problems: IIf no answer, probe: es. diabetes, heart condition, 
high blood pressure) 
134 
~be: ____________________________________________________________________________ _ 
l~A. H~ve lOU been hospitalized in the past year? 
l~B. If yes, for how long? 
(a) No__ lb) Yes __ 
20. no you feel your present physical condition may/is likely to: 
Get better in the next year __ 
Stay the same in the next year __ 
Get worse in the next year __ 
Zl. How mucn assistance do you need with the fol lowing activities? 
OccaSional Frequent Complete 
No ass i stance assi stance Assistance Assistance 
0 I Z 3 
(al Dressing 
(b) Bathin~ 
(c) Eati n~ 
(d) Cooking 
(e) Toil et 
(f) Drivi n~ a vehicl e 
(q) Shoopinq 
(h) Laundry 
!i) House Cleaning 
E. Social ~e!work/Support 
(22-31) Instructions: 
I would like you to list those persons who are in some way significant to you at this 
time in your life. Please include on this list anyone who is an i~portant source of help, 
support, or guidance to you. These persons may include relatives, friends, neighbors, 
co-workers, church or club members, or professional workers. After listing these people, 
I'd like to ask you some questions about these persons and your relationship with them. 
(Interviewer instructions: 
List the first names of the persons here. If the interviewee names more than five 
persons, ask them to look at these names and indicate which five are the most important 







Where dues this . ----\'lhat -is -you':-':eldtion~hlp -to this 
,\ ,,,,",,,,Ai,,, ..... n ... ,; ••• ,I .. ~... .,.. ...... IV 
. ~ .... .o . .CJ 10 
. 2.~, 
-.- -.----. --.- .. --
1 nd i~a te to Whd t degree each person on 
lhis 1 ist helps you in the following 
ways. {n~;'e~ ;~~idence- .. jl£!·1,-01l.?1--1- --r ~ ----r-- L 
; ~ ;! L ~ Ii. g (Interviewer: use questions A-K and 
(miles?) 0. U I!" " ..a L ,,_.J~ L , < .- ..... \ " .. a.  aJ c: 
----I 
lis person: 3) trl-coun.ty ar~a ~.~ I I rn I ~ ~ ~.Iu ~~ I rdting scale on sepdrate sheet. Code ~ I'"' I Irn 
1) disabled 4) outside tri-county 0 l..a I ~ I ~ I'~ I I 1_ =>10 LI~- --.-~--~~-~-~-~~--.--:l l::s  0I:: ~
fiRST NAHE 2) nondisabled ared (miles?) 0. ~ 
.\!l_ .Jt'1... 
-_. -- ---- -- _ .. --~- - ~-I-~---l---l--'--T--T~'---------'--T 
:1 Ijj=t r--- =tC=U-U-1--
-- --f--I---t~I-+-I-+--I-1-'--+-+--+-I--I-I-l'-+--
:] 1 1 1 I I. JjjILU I-H I I I H-I I I I -j-~ 
fOR USE I N QUESTION 25: 
Indicate the degree to which each person on this 
list helps you in the following ways: :~\±,'1~ ~'!~~n' ~:~~u.ntl' ~ ArAs7~-t;;thth~u.Ch~~:~ng.-shop- I 1 __ --?_ =- 3 :=~-~-
!:;; ping. transportation. repairs or even 
~ ......-2Q!1_n.!!>.!1..!"~nel.:. ___________ =---l ___ -1 ___ f--I-- --t-----i 
ii! BI Hake sure you get enough rest, nutrition. 
In exercise. aud just take care of yoursel f. 
;;S jn !!E!!ler~}_. __ _ _ 
C) Show genuine concern and interest in your =±=j LU •••• ~ ~ _,.-f.e~_i!,~.!'.! wor.!"j~.:. _______ :_-::-- ____ _ __ 
,.. DI Include you in what they do. make you 
E -T-~~.!>~}~- --------- --- --~ ~ _.~_~y;~!' ~~_~~l Y~~r:~~!;~_~~~a~~~!~. t~:~_ ___ _ ___ ____ _ __ . 
f 1 I s there when you need them for support; 
-, --_ .kf~~ElIJ_c~~n~_c!l!'~'!.t onthef1!:~ - f= _, __ ~~ 
,cr-r.ive you illformdtion or advice; help to 
give you some ideas or answers in dedl-
-HT-~~t~·:Mr1~r~~SlYiveWay; mifeyotir--~------I----I------+--I-----
prnbll',"' see .. smaller or remind you of 
~ n--ltl:~~.!I~jl~O~al~:!~r!~-i~~I~~(l~~o~~~~!'-as-----~ ----- .-. --. -. - ---- .• -- ._-- .•. -----
:: you do; YOIl discuss simildr ronlerns wilh g _)_thhJler~l)u .. _ ... _ ._ ... 
u J Poinl oul your stren9lh~. <Jive you ~on­
fulelile to deal with stre"tul thin<js ill 
._yflllr life. . ._._ .. _ . . .. 
KJ Serve dS a I:lodel or example for you to 
tullnw; yOIJ tl"Y to he I i~e tlli~ I,cr\on 









For each person on 
this list Indicate 
If lOU hell! each other: 
1) about the same 
2) they help you more 
3) you help them more 
27. 
How many of 
the others on 







How long have you How often do you see or 
known this person? talk to this person? 
l11esS than 6- mont~ 1) severa 1 times a year 
2) 6 ~onths to I year 2) about once a month 
3) I to 5 years 3) severa I times a month 
4) IOOre than 5 years 4) several times a week 
-






How satisfied are you 
with this relationship? 
1.! very dissatisfied 
2) somewhat dlssaUsfied 
J) neutral 
4) somewhat satisfied 
~ery satisfied 
31. 
Overa 11. how Important 
Is this relationship 
to .JIou? 
I.! not ilnj:Ortant 
2) SOilewhat unimportan 
3) neutral 
4) somewhat i_portant 





3ZA. In general, how satisfied are you with the ~ of social contact you have with others? 





326. In general, hOW satisfied are you with the quality or closeness of the social contact 
you have wi th others? 
Not at all 
satisfied 
2 3 4 
Very 
Satisfied 
33A. Are there persons who were very important to you that you've lost contact with in th2 
last several years? le.g. through death, moving away) 
No __ _ 
Yes __ 
336. Oescrl be: 
F. Social COl'loarison 
3~. Overall, how good would you say your life situation is on a 1-10 scale with 10 being "'the greatest." 
35. ~ho do you compare yourself with to decide this? Describe: 
Probe: Is there any particular group of person you find yourself most frequently comparing 
yourself and your life situation to? Describe: 
35. On what characteristics (e.g. appearance, skills, intellect, personality) do you find yourself 
comparing your life situation with others? Describe: 
138 
37A. Compared with most peDDle (e.g .• the "average American"). how good is your current life situation? 
Worse than most __ 
Worse than some __ 
Same as most __ 
Better than some __ 
Better than most __ 
378. :ompared with others ~. how good is your life situation? 
Worse than most __ 
Worse than some __ 
Same as most __ 
Setter than some __ 
Better than most __ 
37C. Co~pared with others with a similar disabilitv, how good is your current life situation? 
Worse than most __ 
Worse than some __ 
Same as most __ 
Better than sOr:1e __ 
Better than most __ 
37:. Compared to your life before your disability, how good is your current life situation? 
MuCh worse now __ 
Somewhat worse now __ 
~bout the same __ 
Somewhat better now __ 
Much better now __ 
37,. -ow 9001 do you think your current life would be if you didn't have the disability? 
~uCh worse __ 
Somewhat worse __ 
About the same __ 
Somewhat better __ 
Much better __ 




39A. In general. to what extent do you feel your life is controlled by the following factors? 
I :'lot ~t a II very mUCh 2 3 4 5 
a) Self I 
I 
b) Other peopl e I 
c) Luck c~~nce I 
d) God 
e) Other 1 
396. In genera 1, to what extent do you feel that you can achieve or obtain what is important to you? 
2 J 4 
Not at Compl etely 
all 
39C. In general, to what extent do you feel that you can make your interactions with people end up the 













:?E. In general. to what degree 00 you feel able to solve problems in your life? 
Not at 
all 
2 4 5 
Completely 
39F. In general, to what degree are the good things that harpen to you largely your own doing: 
NO~ at 
all 
2 3 4 
Completely 
40A. To "hat extent do you blame each of the following factors for causing your disability? 
Not at all Very mUCh 
1 2 1 4 5 
d I Self 
-&.. Other oeool e 
I I I C) Chance, lUCk I I I 
d) God 
e) Other 




Compl etel y 
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41A. What are the ~ajor difficulties in your life at this time? Describe: 
41B. In general, to what extent do you believe present difficulties in your life are due to 
your own actions or inactions? 
2 3 4 5 
Not at all Com pI etel y 
42~. Considering the best and worst things that could happen to you in your lifetime, where does your 
disability fit into the scale? 
Worst that 
Cou I d ha ppen 
2 4 
Bes! that 
cou 11 ha ppen 
42B. Has there been any purpose or positve meaning that your disability has had in your life? 
NO __ 
Yes __ Describe: 
43. How happy are you now (not at this moment, but at this stage of your life)? 
Not at all 
happy 





Often Somet imes Occa s i ana lly Never 
44B. W~en you feel depressed, what do you do to cope with tha: feel ing? 
Oescribe: 
4S~. In general, how hopeful do ~ou feel about your future? (Probe: e.g. how good do you think things 
will be in a month or even a year from now?) 
rIot at 
all hopeful 






I. Index of PSyChological Well-Being 









How often do you feel each of these ways? 
Very lonely or remote from ether people 
Sored 
On top of the wor1 d 
Vaguely unea sy about something 
without knowing why 
De~ressed or very unhappy 
Particularly excited or 
interested in sOMething 
So rest1 ess you had to 
move about 
"leased about having 
acco",p1 i shed somethi ng 
46A. Negative feel ings score 
(0-15 ) 
46B. Positive feelings score 
lO-9) 
45C. Balance of positive and 
negative feelings score 
( , 7 ) 
positive - negative 
o 









J. The Modified Life Satisfaction Index A \LSIA-A) 
Instructions: Indicate whether you agree or disagree with 
the following statements: 
I. I am just as happy as when I was younger. 
2. These are the best years of my life. 
3. My 1 ife could be happier than it is now. 
~ . This is the dreariest time of my life. 
S. "ost of the th 'ngs I do are boring or monotonous. 
-
6. Compared to other people, I get down in the 
dumps too often. 
7. The things I do are as interesting to me as 
they ever were. 
8. I have made plans for thi ngs I'll be doing 
a month or year from now. 
9. Compared to other people my age, I make a 
good appearance. 
10. As I grow older, things seem better than I 
thought they woul d be. 
n. I expect some interest in. and pleasant thi ngs 
to happen to me in the future. 
1 Z. I feel old and somewha t tired. 
13. As I look back on my life, I am fairly well satisfied. 
14. I would not change my past even if I could. 
15. I've go tten pretty muc h what I expected out of life. 
H. When I think back on my life, I didn't get most of 
the important things I wantea. 
17. In spite of what peopl e say, the lot of the average 
m~" is getting worse, not better. 
lao I have gotten more of the breaks in 1 ife than most 
of the people I know. 
47. Score: 
i Agree Disagree Uncerta i n 
I 
One (1) point affirmative (satisfied) response. 






K. CES- 0 Sca 1 e 
Instructions: This is a list of the ways you might have felt or behaved. 
Please tell me how often you have felt this way during 




During the past week: Less than 1 Oa 
1. I was bothered by things that usually don't 
bo~her me. (0- 3) 
2. I did not feel like eating, my appetite 
was poor. (0-3) 
3. I fel t that I could not shake off the blues even 
wlth help from my family or friends. (0-3) 
4. I felt that 
( 3-0) 
I was just as good as other peopl e. 
I 
5. I had trouble keeping my mind 
doing. (0-3) 
on what I was 
5. I felt depressed. (0-3) 
7. I felt that 
(C-3) 
everything I did was an effort. 
I 
8. I fel ~ hopeful about the future. ( 3-0) I 
g. I ~hought my life had been a failure. (0-3) I 
10. I fel t fearful. (0-3) 
11. I'y sleep was restless. (0-3) 
12. I was happy. (0-3) 
13. I talked less than usual. (0-3) 
14. I felt lonely. (0-3) 
15. People were unfriendly. (0-3) 
H. I enjoyed life. (3-0) 
17. I ~ad crying spell s. ( 0-3) 
1 G. I fel t sad. (0-3) 
19. I fel t that people dislike me. (0-3) 
ZQ. I could not get "goi ng." ( 0-3) 
48. Score: Scoring Ins~ructions: 
(Score eac~ ite~ on a 0-3 
scale with 3 being a 
depressed response) 
( 0 60 ) 
non-depressed - depressed 






















1 Occasionally I 
or a moder- , 
ate amount I Most or all 
of the time i of the time 











50. Would you be willing to participate in this study again at a future time? 
Yes __ 
No __ 
Observer Notes: (C09nitive a"d affective state, appearance, behavior) 
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APPENDIX B 
CLIENT INTERVIEW CODEBOOK 
'. ;\,...:1 
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Clil:nt I"t~r'_l"" '::odebook - f.liddle-Age:d and I::lderly Spinal Cord rnjure:d 















Subject 10 H 





How long; .. ido .. 'cu, 
dlvorced or sq,ar.lLd.l 




1-6 ••• Card 
001-100 
01. .. S' s horne 
02 ••• Telephonc 
-8 ... Other 
Put age 
1. .. Male 
2 ••• Fcnale 
1 •.. ~lhite 
2 ••• Black 
3 •.• Hispanic 
4 ... Native American 
5 .. ,As~an American 
1 ... Harried 
2 ... Living as married 
3 ••• Never married 
4 ••• Divorced 
5 ••. S,"parated 
6 ••• Hidowed 
Ol ••. Less than 1 year 
02 ... 1-3 j',"ars 
03 ..• 4-7 years 
04 .•. OVer 7 years 
Blank, Not Applicable (!l.A.) {-9l 
Put number 
1 .•• Less tholl. high school 
2 •.• High school 
3 ••• Vocational training after H.S. 
4 .•. SOMt;· college 
5 .•• Associate dcgree 
6 •.. Baccalaureate degree 
7 ... Graduate degree 




5 •.. V~ry religious 
":ARD L:OLl':IN QUeSTION VI\RIABLE 
1 17-18 7B Religious Affiliation 
19 8A Employed 
20 BB Employment Status 
21-22 8C Occupation 
23-24 8D Job Satisfaction 
25-26 9A '1'T)come 
27-28 9B !-lain Income Source 
29-30 9C Second Income Source 
31-32 9D Third Income Source 
CI)DE 
01. .. Protestant 
02 ••• Catholic 
03 .•• Jewish 
04 ••• !lone 
-B ••• Other 
1. .. No 
2 ••• 'les 
1 ..• Part-time 
2 ••• Full-time 
3 ••• Not employed 
01 ••• Self-employed 
02 ••• Prcfessional 
03 ••• Sales 
04 ••• Ilanagement 
05 ••• Technician 
06 .•• Clerical 
07 ••• Craftsman 
08 ••• No occupation 
09 ••. Laborer 
-8 .•. other 




OS ••• Very satisfied 
Blank, N.A. (-9) 
01. •• $0-2 ,500 
02 ••. 2,501-5,000 
03 ••• 5,001-7,500 
04 ••• 7,501-10,000 
05 ••• 10,001-15,000 
06 ••• 15,001-20,000 
07 ••• 20,001 and over 
-7 ••. Not determined 
01 ••• Job (self or spouse) 
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02 .•• Social Security (Regular and 
Disability) 
03 ••• pension/Retirement 
04 ••• Disability insurance (V.A. 
and other) 
-8 ••• other 
Blank, N.A. (-9) 
Code same as 9B 
Code same as 9B 
COLUMN QUESTION 












satisfaction with Income 
_ of Recreational 
Activities 
Type of Rec. Activity 
Membership in Groups 
Group participation 
_ of Community 
Agencies Used 




Monthly Housing Cost 
CODE 




5 ••• Very satisfied 
Put number of (0-9) 
1 ••. Individual 
2 ••• Group 
3 ••• Combination 
Put number of 
1. •• Never 
2 ••• Less than once a month 
3 ••• Qnce or twice a month 
4 ••• Once a week 
5 ••• Several times/week 
G ••• Almost daily 
Put number of 
1. •. Never 
2 ••• Less than once a month 
3 ••• Once or twice a month 
4 ••• Qnce a week 
5 ••• Severa1 times a week 
G ••• Almost eve~y day 
1. .. Urban 
2 ••• SUburban/small town 
3 ••• Rural 
1 ••• Home 
2 ••• Apartment 
3 ••• Mobile home 
4 ••• CondOl'llinium 
5 ••• Hotel/SRO 
1 ••. Own 
2 ••• Rent 
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3 ••• Other family member or friend 
owns 
01 ••• Nothing 
02 ••• Less than $100 
03 ••• 101-150 
04 ••• 151-200 
05 ••• 201-250 
06 ••• 251-300 
07 ••• OVer $300 
-7 ••• Not determined 

































one year ago 
Categorical/ 
Level Injury 
Age at Injury 
Cause of Injury 
Service-Connected 




01 ••• Less than $100 
02 ••• 101-150 
03 ••• 151-200 
04 ••• 201-250 
05 ••• 251-300 
06 ••• over $300 
-7 ••• Not detercined 
Put number (01-10) 
Ol ••• Respondent only 
02 ••• Spouse 
03 ••• Child 
04 ••• parent 
05 ••• Sibling 
06 ••• Other relative 
07 ••• Friend 
08 ••• Paid caregiver 
-B ••• Other 
Blank, N.A. (-9) 




5 ••• Excellent 
1. .• Better 
2 ••• Worse 
3 ••• Same 
Ol ••• paraplegia, incomplete 
02 ••• paraplegia, complete 
03 ••• Quadrip1egia, incomplete 
04 ••• Quadriplegia, complete 
-B ••• Other 
-7 ••• Not determined 
Put age 
Ol ••• vetricular accident 
02 ••• Fall 
03 ••• Sports 
04 ••• Polio 
05 ••• Penetrating wound 
06 ••• Tumor 
07 ••• Disease other than polio 
08 ••• Other accident 
-8 ••• Other 
1 ••• Service-connected 
2 ••• Nonservice-connected 
1. .. 110 
2 ••• Yes 
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~age :> 
f;','RD COLUMN 2UESTION VARIABLE CODE 
1 65 19A Hospitalized Past Year 1 ••• No 
2 ••• Yes 
66 19B Length/Hospitalization 1 ••• Not hospitalized 
2 ••• Less than 1 week 
3 ••• 1-2 weeks 
4 ••• 3-4 weeks 
5 ••• Over 1 month 
67 20 Projected Health 1 ••• Get better 
2 ••• Stay same 
3 ••• Get worse 
68 21A Dressing 1 ••• No assistance 
2 ••• Occasional assistance 
3 ••• Frequent assistance 
4 ••• Comp1ete assistance 
69 2113 Bathing Same as 21A 
70 21C Eating Sace as 21A 
71 21D Cooking Same as 21A 
72 21E Toilet Same as 21A 
73 21F Driving Same as 21A 
74 21G Shopping Same as 21A 
75 21H Laundry Same as 21A 
76 211 Housecleaning Same as 21A 
77 21A-I Overall Assistance 1 ••• Low (1-1.9) 
2 ••• Moderate (2.0-2.9) 
3 ••• High (3.0-4) 
2 1 A Card # 1-6 ••• Card # 
2-4 B Subject ID 1/ 001-100 
5 22 Number/Support Persons Put 0-5 
6-7 22A(1) Age/Support Person PUt age 
8-9 (2) or 
10-11 (3) Blank, N.A. (-9) 
12-13 (4) 
14-15 (5) 
16-17 22B(1) Gender 01. • • Male 
18-19 (2) 02 ••• Female 





c.:Arif. COLUMN \;lUESTION VARIABLE CODE 
2 26-27 22C(1) Disability status 01 ••• Disabled 
28-29 (2) 02 ••• Nondisabled 
30-31 (3) Blank, N.A. (-9) 
32-33 (4) 
34-35 (5) 
36-37 23(1) Proximity Ol ••• Same residence 
38-39 (2) 02 ••• lmmediate neighborhood 
40-41 (3) 03 ••• Tri-countyarea 
42-43 (4) 04 ••• OUtside tri-county area 
44-45 (5) Blank, N.A. (-9) 
46-47 24(1) Relationship Ol ••• Parent 
48-49 (2) 02 ••• Spouse 
50-51 (3) 03 ••• Child 
52-53 (4) 04 ••• Sibling 
54-55 (5) 05 ••• Other relative 
06 ••• Friend 
07 ••• Neighbor 
08 ••• Co-worker 
09 ••• Club/church member 
10 ••• Professional worker 
-8 ••• Other 
Blank, N.A. (-9) 
56-57 25A(1) Instrumental Support/ 01. •• Not at all 
58-59 (2) Assistance 02 ••• Rarely 
60-61 (3) 03 ••• On some occasions 
62-63 (4) 04 ••• 0ften 
64-65 (5) 05 ••• Very frequently 
Blank, N.A. (-9) 
66-67 25B(1) Instrumental Support/ Code same as 25A 




76-77 25A+B Total Instrumental PUt total (00-50) 
Support 
3 1 A Card II 1-6 ••• Card II 
2-4 B Subject 10 ~ 001-100 
5-6 25C(1) Affective Support/ 01. •• Not at all 
7-8 (2) Concern 02 ••• Rarely 
9-10 (3) 03 ••• On some occaslons 
11-12 (4) 04 ••• Often 
13-14 (5) 05 ••• Very frequently 
Blank, N.A. (-9) 
15-16 250(1) Affective Support/ Code same as 25C 






CARD COLU~IN \2UESTION VARIABLE CODE 
3 25-26 25E(1) Affective Support/ Code S/lllle as 25C 




35-36 25F(1) Affective support/ Code same as 25C 




45-47 25C-F Total Affective Support PUt total (000-100) 
48-49 25G(1) Cognitive Support/ 01 ••• Not at all 
50-51 (2) Information 02 ••• Rarely 
52-53 (3) 03 ••• On some occasions 
54-55 (4) 04 ••• Often 
56-57 (5) 05 ••• Very frequently 
Blank, N.A. (-9) 
58-59 25H(1) Cognitive Support/ Code same as 25G 




68-69 251(1) Cognitive Support/ Code same as 25G 




4 1 A Card H 1-6 ••• Card H 
2-4 B Subject ID I 001-100 
5-6 25.J(1) Cognitive support/ Code same as 2SG 




15-16 25K(1) Cognitive Support 01. •. Not at all 
17-18 (2) Model 02 ••• Rarely 
19-20 (3) 03 ••• Qn some occasions 
21-22 (4) 04 ••• Often 
23-24 (S) OS ••• Very frequently 
Blank, N.A. (-9) 
25-27 2SG-K Total Cognitive Support PUt total (OOO-12S) 





























































Length of Relationship 
overall Stability 







1 ••• Low (0-50) 
2 ••• Moderate (51-109) 
3 ••• High (110-275) 
Ol ••• About the same 
02 ••• They help you more 
03 ••• You help them more 
Blank, N.A. (-9) 
Page 8 
1 ••• Low (most nonreciprocal) 
2 ••• Moderate (equal) 
3 ••• High (most reciprocal) 
1 ••• Low (most don't know others) 
2 ••• Moderate (equal) 
3 ••• High (most know others) 
Ol ••• Less than 6 months 
02 ••• 6 months-l year 
03 ••• 2-5 yel.rs 
04 ••• More than 5 years 
Blank, N.A. (-9) 
1 ••• Low (most 0-1 year) 
2 ••• Moderate (most l.l-~ years) 
3 ••• High (most> 5 years) 
Ol ••• Several times a year 
02 ••• About once a month 
03 ••• Several times a month 
04 ••• Several times a week 
05 ••• Almost daily 
Blank, N.A. (-9) 
1 ••• Low (most < once/month) 
2 ••• Moderate (most several times/ 
month) 
154 
3 ••• High (most several times a week 
to daily) 
Ol ••• Very dissatisfied 
02 ••• Somewhat dissatisfied 
03 ••• Neutral 
04 ••• Sooewhat satisfied 
05 ••• very satisfied 
Blank, N.A. (-9) 
1 ••• Low (most 01-C2) 
2 ••• Moderate (most 03) 
3 ••• High (most 04-05) 
':ARD COLU/IN QUESTION 


























~ Social Contact 
Satisfaction with 
QUality Social Contact 
Loss of Persons 
Who Lost 





1-6 ••• card II 
001-100 
Ol ••• Not important 
02 ••• Somewhat unimportant 
03 ••• Neutral 
04 ••• Somewhat important 
05 ••• Very important 
Blank, N.A. (-9) 
1 ••• Low (most 01-02) 
2 ••• Moderate (most 03) 
3 ••• High (most 04-05) 




5 ••• Very satisfied 
Code same as 32A 
1 .•• No 
2 ••• Yes 
01. •• spouse 
02 ••• Parent 
03 ••• Sibling 
04 ••• Friend 
05 ••• other relative 
06 ••• Paid caregiver 
-B ••• other 
Blank, N.A. (-9) 
01 10 
(worst) (greatest) 
1 ••• Disabled 
2 ••• Nondi sabled 
3 ••• No particular group 
01. •• Health 
02 ••• Mobility/Independence 
Page 9 
03 ••• Finances, live comfortably 
04 ••• Family/Friends 
05 ••• Appearance 
06 ••• Personality, intellect 
07 ••• Work/productivity/skills 
OB ••• Nothing in particular 
09 ••• Pain 
-B ••• other 




























































Able to Achieve 
Able to Control 
Interactions 
Cope with Stress 
Solve Problems 
Good Things Own Doing 
CODE 
1 ... Worse than most 
2 ••• Worse than some 
3 ••• Same as most 
4 •.• Better than some 
5 ••• Better than most 
Code same as 37A 
Code same as 37A 
1 ••• Much worse now 
2 ••• Somewhat worse now 
3 ••• About the same 
4 ••• Somewhat better now 
5 ••• Much better now 
5 ••• Huch worse 
4 ••• Somewhat worse 
3 ••• About the same 
2 ••• Somewhat better 
1. .• Much better 
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1 ... Negative (3-5 neg. comparisons) 
2 ••• Neutral (3 not neg. or pos.) 
3 ••• Positive (3-5 positive comparisons 
Code same as 36 




5 ••• Very much 




5 ••• Completely 
Code S~ as 39B 
Code same as 39B 
Code S~ as 39B 











































Total Perceived Control 













Type of Meaning 
CODE 
1 ••• Low (overall 1-2) 
2 ••• tloderate (overall 3) 
J ••• High (overall 4-5) 




5 ••• Very much 




5 ••• Completely 
01. •• None exist 
02 ••• Health 
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OJ ••• Relationships, family problems 
04 ••• Finances 
05 ••• Dependency/Immorility 
06 ••• Pain 
-8 ••• other 
Blank, N.A. (-9) 




5 ••• Completely 




5 ••• Best that could happen 
1. •• No 
2 ••• Yes 
01. •• God 
02 ••• others more important 
OJ ••• t patience/tolerance 
04 ••• t self awareness, value change, 
better person 
05 ••• Hare careful now, slows you 
down 
06 ••• Use head-vs-brawn 
07 ••• No meaning 
08 ••• Acquired new skillS, hobbies, etc 
-8 ••• other 














































subject 10 II 
HOW Happy? 









1-6 ••• Card II 
001-100 




5 ••• Extremely happy 
1 ••• Very often 
2 ••• Otten 
3 ••• Sometime s 
4 ••• Occasionally 
5 ••• Neve:!: 
Ol ••• Talk to someone 
02 ••• Read, TV, music, radio 
03 ••• Drink, drugs 
04 ••• Activity, do something 
05 ••• Think, think positively 
06 ••• Prayer 
07 ••• Cry, moan 
OB ••• Sleep 
09 ••• Argue, yell, complain 
-B ••• Other 
Blank, N.A. (-9) 




5 ••• Very hopeful 
Ol ••• Declining health 
02 ••• Death 
03 ••• Dependency 
04 ••• Loss of others, loneliness 
05 ••• Financ ial 
06 ••• Nursing home 
07 ••• Bc.:edom 
OB ••• No fears 
09 •. ,Pain 
-8 ••• Other 
Blank, N.A. (-9) 
Score: 
0 ••• Never 
1 ••• Sometimes 
3 ••• Often 
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CARD COLUMN !2UESTION VARIABLE CODE 
6 28-29 46A Negative Feelings Score (O-lS) 
30 46B Positive Feelings Score (0-9) 
31 46C Balance of Pos. & Neg. (1 7) 
Feelings Score Pas. Neg. 
47 LSIA-A 
32 1) 1-0 Score: 
33 2) 1-0 1 for each satisfied 
34 3) 0-1 response 
35 4) 0-1 
36 5) 0-1 o for each unsatisfied 
37 6) 0-1 response 
38 7) 1-0 
39 8) 1-0 
40 9) 1-0 
41 10) 1-0 
42 11) 1-0 
43 12) 0-1 
44 13) 1-0 
45 14) 1-0 
46 15) 1-0 
47 16) 0-1 
48 17) 0-1 
49 18) 1-0 
50-51 47A LSIA-A Total Score (0 18) 
Unsat. Satisfied 
48 CES-D Scale 
52 1) 0-3 Score each item on a 
53 2) 0-3 Q':'3'Sca1e with 
54 3) 0-3 2. being the 
55 4) 3-0 depressed response: 
56 5) 0-3 
57 6) 0-3 Score 0-3 or 3-0 
58 7) 0-3 Rarely 
59 8) 3-0 Some of the time 
60 9) 0-3 Moderate amount of the time 
61 10) 0-3 Most of the time 
62 11) 0-3 
63 12) 3-0 
64 13) 0-3 
65 14) 0-3 
66 IS) 0-3 
67 16) 3-0 
68 17) 0-3 
69 18) 0-3 
70 19) 0-3 
71 20) 0-3 
72-73 48A Total CES-D Score (0 60) 
Nondepressed depressed 
':ARD COLUI1N QUESTION VARIABLE 
6 74 49 How difficult to answer? 
75 50 participate again? 
CODE 




5 ••• Very difficult 
1 •.. Yes 














institute on aging 
We at the Portland State University Institute on Aging have become 
Increasingly Interested In the special problems encountered by the 
spinal cord InJ~red Individual as he or she grows older-- Into his 
or her forties, fifties, sixties, seventies, and beyond. certain 
problem areas exist for many or most older Americans, generally 
(health, housing, finances, transportation, nutrition, activities, 
etc.), but the special problems of the spinal cord Injured Individual 
as he or she becomes older have not been studied to any extent. We 
feel that a survey of such areas will be Important In determining 
future needs and how best to deal with them. 
We are currently conducting a study of cord Injured persons. To ob-
tain the Information that we feel will be necessary, we plan to 
Interview a large number of cord Injured persons •• Your participation 
In this study wll I be confidential and names will not be a part of 
the records of the survey. 
We feel that the information obtained f~ this study may be very 
valuable In oelplng health care and other agencies understand the 
problems of older spinal cord Injured persons and prepare to meet 
their needs In the future. 
During the next month you will be phoned by one of the Portland 
State University staff to provide you with further Information and 
to find out If you are willing to participate In this survey. If you 
are willing, a single Interview of one to two hours will be scheduled 
at your convenience In your home or such other place as you may wish. 
This wll I complete your Involvement In this study. 
For the survey to be complete and meaningful we will need the partic-
Ipation of a large number of persons, and we hope that you will be 
willing to help. In order for us to reach you as soon as possible, 
please call 229-3952 (the Institute on Aging at Portland State 




Susan D. Decker, M.S.N. 
APPENDIX D 
INFORMED CONSENT FORM 
INFORMED CONSENT FORM 
I hereby agree to participate in the study, "Elderly Spinal 
Cord Injured Persons: Surviving In The Community", conducted by 
Susan Decker, Doctoral candidate, under the supervision of Richard 
Schulz, Director, Institute on Aging at Portland State University; 
and in cooperation with Dr. Philip King, Head of Rehabilitation 
Medicine at the Oregon Veterans Administration Medical Center. I 
understand that the purpose of the study is to learn more about 
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those factors that contribute to the well-being and life satisfaction 
of elderly community residing spinal cord injured persons, to determine 
the nature of the social support system of elderly community residing 
spinal cord injured persons and to project the future needs of this 
population as it ages. 
I realize that parts of the interview may be sensitive, anQ I 
reserve the right to talk about only those things with which I feeJ. 
comfortable. My participation in the study will involve a personal 
interview requiring approximately two hours of my time. While I ~C1y 
not receive any direct benefit from participating in the study, I 
realize that my participation will help to increase knowledge which 
may benefit others in the future. 
The interviewer, , has offere0 
to answer any questions I may have about the study, and I know I can 
reach her through the Institute on Aging, Portland State University 
University, (503) 229-3801. I also understand I may contact Dr. Philip 
King at (503) 222-9221, extension 416, regarding further concerns. 
I understand that my responses will be completely confidential and 
that neither my nane nor identifying personal information will be used 
when the findings of the study are described. I also understand that ~y 
participation is voluntary and that I can withdraw at any time. I under-
stand that refusal to participate or a decision to withdraw from the 
study will not involve any penalty or loss of benefits to which I am 
otherwise entitled. I understand that I may be asked to participate 
again in this study at a future time. 
I have read the above information. 
Date ______________________ __ 
(IntervieWee's Signature) 
Date ______________________ _ 
(Interviewer's Signature 
